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PREFACE 


In his first report made to the General Assembly at its 
forty-sixth session in 1991 on implementation of the Guid- 
ing Principles for Developmental Social Welfare Policies 
and Programmes in the Near Future (A/46/414) the 
Secretary-Gencral of the United Nations drew attention to 
the fact that suicide had been found to be a growing prob- 
lem, particularly among youth, and that numcrous innova- 
tive approaches were being made to deal with it and other 
growing problems associated with psychological stress. 
An example was given of the emergency first-aid suicide 
prevention training programmes for front-line caregivers 
of any discipline and occupational group, which had been 
developed by the University of Calgary in Alberta, Canada. 


In his second report on implementation of the Guiding 
Principles, made to the Gencral Assembly at its forty- 
cighth session in 1993 (A/48/56-E/1993/6), the Sccretary- 
General, on the basis of conclusions which he had drawn 
after monitoring the situation during the period from May 
1991 to October 1992, suggested that the Gencral Assem- 
bly might wish to consider a number of courses of action 
which might be taken by Governments. Onc of them was 
to include social policy components within comprchensive 
national strategics for dealing with severe dysfunctional 
conditions, including anxicty, stress aid suicide. 


The monitoring process had revealed that many coun- 
trices in Western Europe and North America, Australia, 
New Zealand and Japan lacked comprchensive national 
strategies for preventing and resolving many types of sc- 
vere individual dysfunctional condition, including suicide. 
In Central and Eastern Europe, including the countrics of 
the former USSR, monitoring had shown that stress, anx1- 
ety and suicide were rising rapidly. In many countrics of 
Africa, Asia and Latin Amcrica there was some evidence, 


although rarely systematically investigated, that suicide 
Was a significant and growing problem. 

As part of its continuing programme of promoting the 
exchange of information and strengthening national poli- 
cics in respect to the provision of individual-, family-, and 
community-oricnted social welfare services to persons suf- 
fering from severe dysfunctional conditions and to other 
persons immediately affected by such conditions, under- 
taken pursuant to General Assembly resolutions 42/125, 
44/65, 46/90 and 47/90, the Department for Policy Coor- 
dination and Sustainable Development of the United Nations 
Scerctariat, together with the Division of Mental Health of 
the World Health Organization and the Calgary WHO Col- 
laborating Centre for Rescarch and Training in Mental 
Health, collaborated with a number of Canadian specialist 
organizations in the holding of the International Expert 
Mecting on Guidelines for the Formulation and Implemen- 
tation of Comprehensive National Strategies for the Pre- 
vention of Suicidal Behaviour and the Provision of Sup- 
portive and Rehabilitative Services to Persons at Risk 
and to Other Affected Persons. The Mccting was held 
at Calgary and Banff, Alberta, Canada, from 25 to 29 May 
1993. 


Because very little has been published on the topic of 
comprehensive national-level approaches to suicide pre- 
vention, the Department for Policy Coordination and Sus- 
tainable Development considers it useful to make available 
the report of the Mecting. It includes a comprchensive set 
of guidelines, together with a casc study of a national 
strategy, formulated recently in Finland, which is the only 
known cxample of a national strategy which attempts, 
within an integrated approach, to identify the functions of 
all relevant institutions, public and private. 
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INTRODUCTION 


The Interregional Expert Me 


Formulation and Implementation of Comprehensive Na- 
tional Strategies for the Prevention of Suicidal Behaviour 
and the Provision of Supportive and Rehabilitative Services 
to Persons at Risk and to Other Affected Persons was held 
at Calgary and Banff, Alberta, Canada, from 25 to 29 Ma 

1993. The Meeting was org KY 
Calgary, Faculty of Social W 


cting on Guidelines for the 


ork; Calgary General Hospit: 
Department of Psychiatry; Suicide himimaton and eae 
cation Centre; and Living Works Education, Inc., Calgary 
Alberta, in collaboration with the Department for Policy 
Coordination and Sustainable Development of the United 
Nations Secretariat and the Calgary WHO Collaborating 
Centre for Research and Training in Mental Health. 


Financial resources were provided by the Children’s 
Bureau of Health and Welfare Canada: Alberta Health; 
Alberta Family and Social Services; Alberta Heritage 
Foundation for Medical Research: Canadian Mental 
Health Association, Alberta Division; University of Cal- 
gary, Faculty of Social Work; and Living Works Educa- 
tion, Inc. 

The Division of Mental Health of the World Health 
Organization (WHO), the Department for Policy Coordi- 
nation and Sustainable Development of the United Nations 
Secretariat and the International Affairs and Mental Health 
Division of Health and Welfare Canada contributed to 
preparations for the Mccting. 


The objective of the Mccting was to develop guidelines 
for use by Governments and all concerned national and 
regional non-governmental organizations to usc in formu- 
lating and then implementing effective national strategics 
for the prevention of suicide and suicidal behaviour and 
for the provision of supportive and rehabilitative services 
to persons at risk and other affected persons. It was also 
the objective to assist the international community, both 
intergovernmental and non-governmental, to develop 
measures and programmes of effective promotion and sup- 
port for national cfforts in this arca of policy concern. 


1. ORGANIZATION OF THE MEETING 
A. Opening 


The Meeting was opened with grectings from Dr. Ron 
Dyck, Provincial Suicidologist, Division of Mental Health, 
Alberta Health; Ms. Heather Holly, Associate Director, on 
behalf of Dr. Julio Arboleda-Florez, Director, Calgary 
WHO Collaborating Centre for Research in Mental Health; 
and Dr. Ray Thomlison, Dean, Faculty of Social Work, 
University of Calgary. 

Dr. Morton M. Silverman, Department of Psychiatry, 
University of Chicago, delivered the kcynote address: 
“Approaches to suicide prevention: a focus on models . 
His paper presented an overvicw of basic Padi t ae 
terminology used in prevention research. He comparcc ou 
contrasted various preventive intervention modcls for their 
applicability to the prevention of suicide. The pie 
of the models were community-based and popu ae 
focused, as opposed to thosc designed for individual “pp IF 
cation. The major preventive modcls identificd Vitis ie ie 
health, health promotion and injury control. Preven ch 
interventions were also directed at =a La eae is 
gies), the interfaces between the individual bh als 
environment (transactions), and the processes and contexts 


anized by the University of 


that the individual experienced. A conceptual framework 
for constructing preventive intervention models was pro- 
vided, and the applicability of the models to the prevention 
Of suicidal behaviour was discussed. 

The paper supported an attempt to integrate ecological 
models and transactional models into a transactional/ 
ecological model which would expand the level of analysis 
beyond microsystems, mesosystems and macrosystems. 
rhe contribution of the model would be to offer an alter- 
native way of viewing the phenomena of interactions be- 
tween many various parts of a total ecological and psycho- 
logical system. In the model, equal weight was placed not 
only on the transactions between child and parent, parent 
and socicty, and child and society but also on an analysis 
of the interactions between various macrosystems which 
might bypass or transcend any particular level of analysis. 
In other words, a transactional/ecological model would 
lend credence to an analysis of the interaction between two 
socicty-level institutions in terms of Low that interaction 
might subsequently affect cither the child or the parental 
system. The model would allow for analysis of interactions 
between persons in a population and in many different 
scttings. It would also expand the focus to include the ways 
in which person/sctting interactions were affected by rela- 
tionships among scttings, as well as the broader, macro- 
systemic contexts in which they existed. 

The paper concluded with a recommendation that in the 
prevention of suicidal behaviour (based on current know- 
Iedge and Icvels of intervention technology), emphasis 
should be placed on practical first steps. Those steps in- 
cluded: 


(a) Means/methods: limit access to Iethal means by 
decreasing availability and increasing knowledge of the 
potential Icthal impact, through public education; 

(b) Psychotherapy: adequately treat all individuals 
with significant affective disorders, schizophrenia, alco- 
holism and other substance abuse, and severe personality 
disorders; 

(c) Social networks: provide opportunitics and re- 
sources for the devclopment of social networks that would 
increase a sense of belonging, a sense of community, self- 
worth and sclf-cesteem; 


(d) Social norms: promote socictal norms that valuc 
life and value the contribution of cach and every individual 
to the maintenance, sustenance, and future of socicty as a 
clear message of support to its troubled members. 

The representative of the Division of Mental Health, 
World Health Organization, conveyed a message from the 
Director-Gencral and provided a bricf overview of WHO 
as the United Nations organization specialized in matters 
related to health. WHO’s main sources of information 
were national ministries of health, official relations with 
sclected non-governmental organizations and a nctwork of 
collaborating centres. WHO was firmly anchored in a 
public-health tradition based on epidemiology and action- 
oriented activitics. The Division of Mental Health had 
evolved a methodology to identify and sclect priorities 
based on seven criteria: magnitude, severity, social impor- 
tance, controllability, availability of resources, costs and 
institutional agreements. Based on those criteria, WHO 
had included suicide among its prioritics, focusing on data 
collection, analysis and disscmination; legal aspects; and 
prevention, The strategy proposed by WHO was csscn- 
tially based on the identification of groups “at risk’ and on 
restricting access to methods of suicide. Suicide was 


viewed by WHO as a multifaceted and complex phenome- 
non which evaded simplification; It carricd several anne 
tations and had multiple causes, a varied morphology anc 


diverse impacts. 

The representative commented upon the 11 more or Icgs 
different conceptual models for the prevention of suicide 
reviewed in the keynote address. He pointed out that the 
review of so many models made it clear that no one model 
was clearly superior to the others. He reminded the Mcet- 
ing that models were but thcorctical tools, trying to des- 
cribe or justify what one had done, did or intended to do, 
they were not the actions or interventions themselves. 


The representative of the Department of Policy Coordi- 
nation and Sustainable Development provided a bricf over- 
view of the United Nations interest in the topic of suicide, 
which arose from its mandate to promote the full imple- 
mentation of the Guiding Principles for Developmental 
Social Welfare Policics and Programmes in the Near Future, 
endorsed by the Gencral Assembly in its resolution 42/125, 
which emphasized the need to reduce stress and anxicty 
and to prevent harmful behaviour. The United Nations 
was increasing its emphasis on the necd for all aspects of 
national social policy to be organized in a coherent and 
integrated manner, an emphasis expressed in the Gencral 
Assembly’s decision to hold a World Summit for Social 
Development in carly 1995. Specifically, the Department 
was interested in developing a sct of guidclines designed 
to ensure strategic and comprehensive national and inter- 
national approaches to social problems. The devclopment 
of national strategy guidclincs for suicide prevention and 
the provision of services to those at risk and those affected 
by suicidal behaviour was considered to be one important 
step in that direction. 


The representative, commenting on the keynote address, 
expressed United Nations support for the emphasis upon 
community-based and population-focused prevention 
models. There was an increasing convergence towards a 
belicf that individuals must be helped not only by special- 
ists but primarily in the supportive context of their social 
surroundings. Because of the emphasis upon community 
response, there must be greater attention to the cultural 
context, to indigenous forms cnsuring social solidarity, 
strengthening individual sclf-csteem and confidence, and 
defending the fabric of social life against negative external 
pressures. 


B. Attendance 


The Meeting was divided into two parts. Two days at 
the University of Calgary were devoted to formal presen- 
tations from the invited experts and were open to confer- 
ence participants with an interest in suicide prevention. 
Three days at the Banff Centre focused on the development 
of a guideline for formulation and implementation of na- 
tional strategics on the prevention of suicidal behaviour. 
The Meeting was attended by 14 persons, from Australia 
Canada, China, Estonia, Finland, Hungary, the Netherlands, 
Nigeria, India, Japan, the United Arab Emirates, and the 
United States of America, serving in their individual ca- 
pacitics as experts. A total of 50 additional persons from 
Alberta, other parts of Canada, and other countrics at- 
tended the first two days. Twenty-one persons attended the 
Banff portion of the mecting, including invited observers 
from Australia and Sweden and WHO and United Nations 
representatives (sce annex 1). 


C. Election of officers 


co-organizers, Dr. Bryan Tanney 


The Meeting elected the 
The Meeting Canada) as Chairper- 


(Canada) and Prof. Richard Ramsay ( 
son and Rapporteur, respectively. 
D. Adoption of the agenda 


The following agenda was adopted: 

Keynote address 

Presentation of background papers 

Election of the Chairperson and Rapporteur 
Adoption of work schedule 

Preparation of Guidelines 

6, Closure of the Meeting 


VEWN- 


E. Documentation 


Background papers had been prepared for the Mecting 
by invited experts and by the representatives of WHO and 
the United Nations (for a list of papers prepared by experts, 
see annex Il). 


F. Adoption of the report 


At its final mecting, on 29 May 1993, the Mceting 
adopted its report, including the Guidelines. The partici- 
pants urged transmittal of the report to the Sccretary- 
Gencral of the United Nations for consideration by the 
Commission on Social Development and to the Director- 
Gencral of WHO for considcration by the World Health 
Assembly. 


Il. COUNTRY STATEMENTS 


The discussion and the development of guidelines for 
the formulation and implementation of national strategies 
for the prevention of suicidal behaviour were energetically 
stimulated by the presentation of the background papers 
and the active participation of the experts, observers and 
participants at the Mecting. The following 1s a summary 
of the information provided in the national papers. 

Australia. Suicide was the second most common cause 
of death among young males, although the rate for all ages 
had remained relatively constant since 1904, ranging from 
12 to 14 per 100,000. The youth rate was one of the highest 
in the world, ranking second to Hungary in 1988. In 1991, 
for the first time in over 50 years, male suicides exceeded 
the number of motor vehicle accident deaths. Male suicide 
rates in young and clderly adults was high, with a trend in 
the direction of increasing rates among the young and 
decreasing among the elderly. Evidence of increasing in- 
cidence of suicide and suicide attempts among the Abo- 
rigincs was a growing concern, since suicide was uncom- 
mon among those of traditional orientation. There was a 
paucity of data on the rate of attempted suicide in Austra- 
lia, Australia had not had a national mental health policy 
until 1992. There were still no national or state policies on 
suicide prevention, although a number of uncoordinated 
Asi and state strategics were under way. A Suicide 
Commie She Naan a ee 
Committee had becn ostabtiett i a h a pee 
Ma eee sts Becht OSB ed. t-hoped to influence 
policy development and to recommend the estab- 
lishment of an Australian centre for suicide research. 

Canada. The historical development, evolution and 
Present status of strategies in the province of Alberta and 


Canada-wide were summ 


around'14 per 100.000 arized. Suicide rates had been 


for the past several years. Rates 
were generally higher than the i sal ucsn ee 
of Quebee and the western provinces. There had bie 

numerous coordinated initiatives for preventing i rn 
Canada—a federal State with responsibilities for health 
social welfare and education divided between different teviels 
of government—and in its provinces over the past two 
decades. Progress was measured against draft guidelines 
for the development and implementation of national and 
regional strategics for suicide prevention. At the national 
level, recommendations for action had been published 
since 1987, but no coordinating body or governmental 
“lead agency” had been active in implementing them. The 
recommendations had been updated in 1993. Various ex- 
planations for the lack of progress towards an active na- 
tional strategy were considered. They included the absence 
ofa national lobbying group, lack of socictal recognition 
of suicide prevention as a priority in response to the lost 
human and economic resources, and the stigma still at- 
tached to suicidal behaviour within Canadian socicty. 


In Alberta a strategy based on community-wide inter- 
ventions that addressed education/training and coordina- 
tion of community resources had been implemented be- 
tween governmental and non-governmental organizations 
by means of cooperation over the past decade. Although a 
theoretical model of research, information dissemination, 
caregiver training and local resource networking had not 
been fully implemented, the information and training com- 
ponents had received international recognition. There was 
significant pressure for “hard” outcome evaluation as 
measured by a declining suicide rate. 


China. In China’s culture every individual shouldered 
the burden for regencration of its people; therefore, every- 
body must cherish himself or herself and not engage in 
behaviour harmful to the sclf. The Chinese attitude to- 
wards suicidal behaviour was negative, because suicide 
might cause huge distress and grief for the survivors. The 
suicide prevention movement in China had begun at the 
beginning of the 1970s with open discussions on the prob- 
lems of youth suicide. Research had focused on hospital 
admission and epidemiology studies. The suicide rates var- 
ied between 8 and 12 per 100,000 in urban arcas and 20 
and 30 in the rural arcas. Suicide rates were highest among 
youth and the elderly. In addition to the commonly known 
methods of hanging, shooting, drug overdose and gas 
intoxication, organo-phosphorus insccticide intoxication 
was a scrious problem in rural arcas. A national coordinat- 
ing organization for mental health issues had been estab- 
lished in collaboration with WHO. The emphasis of the 
organization on suicide prevention had to be strengthened. 
Non-governmental organizations such as the C hinese ASSO- 
ciation for Crisis Intervention necded to be part ofa greater 
collaboration among professionals, non-professionals and 
other concerned persons involve 
national strategics. 
in Estonia during the twenticth 
f suicide as a social phenome- 
he century the rate fluctuated 


Estonia. Suicide rates 
century give a vivid San 
cginning oO th 
Se ence with sent of socio-political eb 
disturbance. It had becn low during the social east ten 
revolution of 1905 and the period of SE Karis 
Rates dropped during the First and = cnpbla : if a ae 
There had been a sharp increase between I é oan be - 
death in 1953. The rate dropped dramatically ( | 


d in the formulation of 


100,000 in 1955. During the Khrushchev era the rate in- 
creased to 32 and remained at that level during the “stag- 
nation period” (1966-1984). In the first year of perestroika 
the rate dropped 25 per cent and continued to go down until 
1989. However, since 1989, the rate had been increasing. 
Efforts to prevent suicide had been made since 1988 
(establishment of telephone crisis lines). In 1989, suicide 
rescarch began in the Estonia Medical Association. In 
1993 the Estonia/Swedish Institute of Suicidology was 
established with the aim of teaching the population on 
several different levels (preventability of suicide, crisis 
intervention skills cte.), developing research work and es- 
tablishing a library of information and publications. Board 
members of the Institute were high-level specialists, in- 


cluding the Ministers of Social and Health Care and of 
Education and Culture. 


Finland. The rate of suicide had consistently been one 
of the highest in Europe. A particularly urgent aspect of 
the suicide problem was the increasing frequency of sui- 
cides committed by young people, especially young men. 
The process of developing a national suicide prevention 
strategy had begun with a large research phase in 1986. 
The Finnish strategy had developed a clearly stated con- 
ceptual frame of reference and model. The National Public 
Health Institute provided the research resources needed for 
monitoring the suicide mortality rate and evaluating the 
cffects of background factors and preventive measures. 
The National Agency for Welfare and Health coordinated 
the implementation and follow-up at the national level in 
conjunction with provincial boards, health care districts 
and other authoritics involved in prevention, The Ministry 
of Social Affairs and Health had clevated suicide preven- 
tion to a target of strategic importance in public health. The 
implementation strategy was based on sub-projects con- 
cerning specific target groups in cooperation with the 
principal stakcholders involved with those groups. Early 
results of the national strategy were available, and docu- 
mentation of the Finnish strategy was available in English 
(sce part two below). 


Hungary. The suicide rate in Hungary had always been 
high—-in fact, the highest in the world for the past 100 
years. The highest ever recorded rate was 46 per 100,000 
in 1985. The rate stabilized at a high level for the next three 
years. Suicide deaths were three times as high as road 
accident deaths. Two striking phenomena had charac- 
terized suicide trends in Hungary: the continuous increase, 
on onc hand, and the originally high base-line rate, on the 
other. The first signs of decreasing rates appeared in the 
1988 statistics, but they covered men only. The drop could 
be interpreted as the result of certain recent changes in 
the social-political system. The highest rates were among 
the elderly, for whom the social support nctwork was very 
weak. Although suicide prevention was no longer hindered 
by idcological or political factors, the necessary resources 
were absent. Recommended guidelines for a national sui- 
cide prevention strategy would aim to improve gencral and 
special health care services, improve community-level 
mental health programmes; provide support for sclf-help 
programmes; organize special suicide prevention training 
courses for policemen, firemen, jailers and social workers; 
organize school prevention programmes, Improve the data 
collection system, and increase support for research. 


India. Suicide, which was still a crime in India, was on 
the increase. In 1990, 74,000 suicides had been reported. 
Male suicides were more frequent than female suicides, 


but at a much smaller ratio than in many other countrics: 
58.8 per cent male to 41.2 per cent female. The highest 
number of suicides was in the group of those 18-30 years 
old. Poisoning, drowning, hanging and burning were the 
methods most used. Serious disease, quarrels with in-laws 
and spouses, and love affairs were the frequently reported 
causes. Incidence was higher in the states of West Bengal, 
Tamil Nadu and Kerala, the latter having the highest rate. 
Research on suicide needed to adopt a multivariate ap- 
proach. There was need to go beyond the individual and 
include family and social factors in understanding the phe- 
nomenon of suicide, especially the cultural context and the 
socio-economic realities of the country. A national strat- 
egy needed to involve four key arcas: (a) broad policies to 
sensitize policy makers and administrators of health facili- 
ties to the issue of suicide, review legislation and develop 
a data bank; (b) training modules for different profession- 
als and volunteers, family life education programmes for 
young parents, interdisciplinary tcams of experts to de- 
velop training modules, public awareness and stress man- 
agement programmes; (c) improved community out-reach 
and networks of services; and (d) support for programme 
evaluation and for practice-based and longitudinal re- 


search. 


Japan. After the Second World War, Japan had a high 
suicide rate, especially in the 1950s. Since then, the ratc 
had been decreasing, despite various social trends and 
problems, such as an increasing divorce rate, development 
of nuclear families, collapse of pre-cxisting family sys- 
tems, changes in traditional values, sharp incrcascs in the 
incidence of drug abuse and crime, intensificd compctition 
in society and a widencd gap between rich and poor. There 
were about 21,000 suicides every year in Japan, making 
the suicide rate about 17-18 per 100,000, which was not 
much higher than in some European countrics. Contrary to 
world perceptions, Japanese young people did not have a 
higher suicide rate than Amcrican young males. In addi- 
tion, the problems of suicide of the elderly and some char- 
acteristic forms of suicide found in Japan, such as oyako- 
shinju (parent-child suicide pact) and inseki-jisatu (suicide 
usually committed by a middle-aged man in order to take 
responsibility), were of significance. There was still a 
strong taboo towards suicide in Japan, and adequate social 
systems had not been established. Future strategics for 
suicide prevention were proposed: (a) reduce the strong 
resistance among the gencral public to consult a mental 
health professional; (b) require suicide prevention training 
courses for medical students and gencral practitioners; 
(c) develop community-based suicide prevention training 
courses and school-bascd suicide prevention programmes; 
(d) give special focus to the problem of suicide among the 
elderly; (¢) provide psychological help for those affected 
by suicide; and (f) establish an international exchange of 
current research findings and experiences for suicide pre- 
vention. 


Netherlands. \n the Netherlands, as in many countries 
suicide ranked among the top 10 causes of death for indi- 
viduals of all ages and among the two or three leading 
causes of death for those aged 15-34 years. The rate of 
suicide was higher than that of death by traffic accidents 
Parasuicide had been soaring in the country since the late 
1950s and early 1960s, making it onc of the most important 
reasons for hospital emergency admissions and hospital 
treatment for young people. The Committee on Suicide of 
the National Council of Health was established to promote, 
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coordinate and support, on the national, Siar my 
levels, the development, implementation and evaluation : 
programmes for the prevention of suicidal behaviour en 
where unavoidable, their subsequent effects. The Commi 


tec produced a comprehensive report in 1986 on mean 
of suicide. It concluded that current science-based Ow- 
ledge did not yct allow for any definite recommendations 
with regard to specific strategics OF methods for the pre- 
vention of suicide or suicidal behaviour. Some suicidal 
behaviour was thought to be prevented by current ap- 
proaches, but no sufficiently hard and replicated data were 

ct available testifying to such an effect. The Secretary of 
Health published a national policy on suicide prevention 
in 1989, and four basic componcnts of a national pro- 
gramme to be devcloped were identified: (a) promotion of 
rescarch and data collection; (b) improvement of health 
care services; (c) provision of training and information to 
relevant organizations and groups as well as the general 
public; and (d) the promotion of care for groups at special 
risk. 

Nigeria. In Nigeria and many other African countries, 
the major causes of death were infectious and water-borne 
discascs and malnutrition. Burdened with poor infrastruc- 
turc, such as inadequate provision of potable water, and a 
shortage of trained public health personnel and services, 
African countries had taken little, if any, initiative in the 
arca of suicide prevention. Suicide rates were thought to 
be generally lower than in developed countries, but there 
had been very little systematic study of suicide. Most of 
the few studics, done mostly by psychiatrists, had been on 
attempted suicide. They indicated that suicide prevention 
concepts and activitics should be built into existing pro- 
grammes—-that is, in the training programmes of health 
workers, especially mental health workers; by strengthen- 
ing the accident and emergency departments of gencral 
hospitals; and by enhancing a sense of belonging and 
interconnectedness which were inherent in the national 
culture. 


United Arab Emirates. Arab and Muslim cultures did 
not view suicide as a problem. Their religion prohibited 
cessation of one’s life, and their values perceived suicide 
as an offensive act that cursed the discased and brought 
shame to the family, although in certain situations suicidal 
missions might be viewed as heroic acts and even blessed. 
In spite of the sanctions against suicide, suicide attempts 
and deaths did occur and were on the rise in the Persian 
Gulf region. The problem of suicide had reccived little 
research attention, and the actual prevalence of completed 
suicide was unknown. Only three studies were known to 
have been completed since the late 1970s: in Kuwait, the 
United Arab Emirates and Saudi Arabia. A study on youth 
overdoses Was in progress in Bahrain, and for the past few 
years Egyptian psychiatrists had shown an interest in 
studying suicidal behaviour. What was known seemed to 
concur with findings in other countries: that the rate of 
completed suicide was higher among males than among 
females but that the parasuicide rate was higher among 
females. The most common method used was overdose, for 
both males and females. Other methods included burnin J 
(especially among females), drowning (especially aaoha 
males) and poisoning (for both). In the United Arab Emir. 
ates the indigenous citizens did not constitute the majorit 
ie people residing in the country, but they made up the 
oroeet eharn . 
ini tod SAR ERE per cent) of cases of deliberate self- 

arm. Preventive strategics would span several 
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disciplines and involve communit 
and self-help groups. Adequat 
researchers and those who developed the interventions 
would be necessary. There was a need for authorities to 
promote research on suicidal behaviour and to affirm that 
there was no societal disgrace in revealing facts about it 

United States of America. The suicide rate had st 
between 12-13 per 100,000 for the past several y 
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more than half of all lucie He li ee 
under the age of 40. A representative of the National In- 
stitute of Mental Health outlined the federal Government’s 
view that suicide and other suicidal behaviour was an im- 
portant public health problem. The prevention of the prob- 
lem was guided by several recent national initiatives, in- 
cluding an overall National strategy for disease prevention 
and health promotion, a national youth suicide prevention 
strategy, a national injury control strategy and a science- 
based national public and professional awareness cam- 
paign focused on depression. The achievement of the goals 
stated in the strategies was dependent upon rigorous sci- 
entific research to identify modifiable causal mechanisms 
and to evaluate preventive interventions designed to mod- 
ify those mechanisms for effectiveness and safety. A con- 
temporary comprchensive formulation of the public health 
model provided a strong conceptual framework for re- 
search aimed at achieving national strategic goals. A rep- 
resentative of the Centers for Discase Control described 
the public health approach as a framework and method for 
reducing suicide and suicidal behaviour. The clements of 
the public health approach (health event surveillance, 
epidemiologic analysis and intervention/evaluation) were 
examined as they were implemented in the United States. 
It was suggested that each clement of the public health 
approach could be refined and utilized more fully. There 
was need for integrating the separate clements into a single 
approach. 


Ill. CONCLUSIONS 


The Mecting drew specific conclusions in various arcas 
of concern. 


A. The problem 


The Mecting concluded that: 

(a) The behaviour appropriate for suicide prevention 
activitics should be broadened to include suicide and at- 
tempted suicide or parasuicide, : 

(b) The incidence of suicide and attempted suicide ap- 
pears to be rising in many socictics, particularly affecting 
youth and the elderly; | 

(c) The principal causes of this phenomenon arc multi: 
faceted and originate throughout the entire fabric of socicty; 

(d) Suicides, attempted suicides, and their impact pe 
affected persons constitute a socio-cconomie cost oH if 
creasing significance. More effective enon 
duce the magnitude of the direct losses In ple Bele ; 
and expenditures in health, social and other services. 


B. Prevention 


The Meeting concluded that: : 
(a) Suicide is a preventable mode of death. det 

; ‘ : . , i . rc 
perhaps a great deal of suicidal behaviour can be P 


vented through the provision of broad-based supportive 
and rehabilitative services to persons at risk and other 
affected persons; 

(6) A holistic approach to prevention—one which in- 
cludes bio-psycho-social elements and is systematic, goal- 
oriented and targeted at individuals, families and commu- 
nitics—-is required to complement specific interventions 
for known at-risk groups; 

(c) Few countries in the world have formulated and/or 
are implementing comprehensive national strategies in 
collaboration with non-governmental Organizations and 
institutions. The majority of countries have no national 
Strategics, relying primarily on the uncoordinated efforts 
of governmental agencies or non-governmental organiza- 
tions, which usually have limited resources, 


C. Policy 


The Meeting concluded that: 


(a) National Governments are acknowledged to have 
the sovereign right to sect policy priorities on matters re- 
lated to suicide. The formulation of national strategies for 
the prevention of suicide and other suicidal behaviour 
should be consistent with corresponding governmental 
policy; 

(6) National Governments should be encouraged to ar- 
ticulate the relationship of their national policies for the 
prevention of suicide and other suicidal behaviour to their 
Own institutional structures and processes responsible for 
individual, family and community well-being; 


(c) National Governments should establish or desig- 
nate a governmental or non-governmental coordinating 
body to be responsible for the prevention of suicidal 
behaviour. 


D. Procedures 


The Meeting concluded that: 

(a) The appointed coordinating body should be given 
a mandate to identify and invite concerned groups from the 
public and private sectors to participate in the process of 
formulating a national strategy; 

(b) The mandate of the coordinating body should in- 
clude responsibilitics for promoting, developing, imple- 
menting and coordinating activitics leading to the achieve- 
ment of national strategy objectives; 

(c) National Governments should provide the coordi- 
nating body with executive, financial and technical re- 
sources to censure effective and efficient formulation and 
subsequent achievement of national strategy objectives: 

(d) The mandate should give the leadership of the co- 
ordinating body in charge of suicide prevention responsi- 
bility for formulating national strategies, guided by govern- 
mental policy, a supporting conceptual framework, general 
aims and goals, measurable objectives and a commitment 
to monitor and evaluate implemented programmes. 


E. Expectations 


The Meeting concluded that: 

(a) The process of formulating comprehensive and co- 
ordinated strategics will itscIf constitute a means to mobi- 
lize available national and regional resources, including, 
but not limited to, institutional resources, and the promo- 
tion of a better awareness among the public, policy makers 


and other specialists of the dimensions and scriousness of 
increasing rates of suicidal behaviour; 

(b) Each national strategy will be formulated in har- 
mony with the cultural, social and economic charac- 
teristics of each country and with the broad involvement 
of different sectors and segments of socicty, and should be 
implemented through appropriate programmes 1n all arcas 
of prevention; 

(c) Individuals and communities will possess the ex- 
pertise to prevent suicidal behaviour if they are appropr- 
ately educated and trained and their activitics coordinated 
and integrated at all levels; 

(d) The detailed recommendations of the Mecting are 
formulated as Guidelines for the Formulation and Imple- 
mentation of Comprehensive National Stratcgics for the 
Prevention of Suicidal Behaviour and the Provision of 
Supportive and Rehabilitative Services to Persons at Risk 
and to Other Affected Persons. 
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INTRODUCTION 


nil ABR Guidelines were Prepared to encourage action on 
Strategics in all countries, appropriate to their 
national circumstances, and to Provide a means whercb 
the international community may Support national efforts: 
The Guidelines were Prepared for distribution to: é 


(a) All national Governments, th 
» through the Unite 
Nations and the World Health Oronhizaticn (WHO): de 


. (b) All concerned Non-governmental Organizations, 
institutions and individual Specialists, through their repre- 
sentative organizations; 

(c) The concerned 
persons affected. 


A clearly rising incidence of suicidal behaviour and a 
lack of comprehensive national Strategies designed to deal 
with the situation have been identified in many countrics. 
The international community, at both intergovernmental 
and non-governmental levels, has expressed its concern for 
more effective policies in the ficld of developmental social 
welfare. Those concerns were sct forth in the Guiding 
Principles for Developmental Social Welfare Policies and 
Programmes in the Near Future, adopted at an Interregional 
Consultation on Developmental Social Welfare Policies 
and Programmes (E/CONF.80/10) in 1987, and endorsed 
by the General Assembly at its forty-sccond session, in 
1987 (resolution 42/125). The Guiding Principles were 
reaffirmed in 1989 (resolution 44/65), and approved in 
1991 as a major framework for action at the local, national, 
regional and interregional levels in developmental social 
welfare (resolution 46/90). 


The targets and objectives of the Guiding Principles 
point out the nced for social welfare programmes to give 
greater attention, among other things, to the effects of 
various types of harmful behaviour. The Secretary - 
Genceral’s report on monitoring the implementation of the 
Guiding Principles (A/48/56-E/1993/6) noted that the effects 
of harmful behaviour, including several other arcas of 
concern, were in many ways more alarming in 1992 than 
in 1987. Although the validity of the Guiding Principles is 
still widely recognized, greater efforts are called for if 
acceptable global social well-being is to be achicved 
within a reasonable period of time. 


Governments have increasingly acknowledged that 
social policy must be given much higher priority. Some 
Governments, although not yet the majority, have moved 
towards treating social issucs comprehensively rather than 
sectorally. There is growing convergence in thinking 
among governmental agencies and concerned intergovern- 
mental organizations, international non-governmental 
organizations and specialists that an cffective social policy 
must comprise a number of mutually reinforcing empha- 
ses, which include the promotion and support of individ 
ual, family and community cfforts to overcome dysfunc: 
tional conditions by means of strengthened social welfare 
Serviccs. 

More and more countrics arc acknowledging lie 
direct and immediate costs to socicty of commie a 
compensating for individual dysfunction are VED ee - : 
significantly exceed the cost of policy yeas aioe, 
signed to prevent or resolve such Tag weed , ee bn 
of individual dysfunction in tae Hae vi Al 
straints upon the desired healt atihet- 
potential, thereby preventing ME : Ae 
ity, creativity and entreprencurial cflort. 


public, including persons at risk and 


These Guidelines address the need for Governments to 
approve national strategies for suicide prevention as a 
component part of their efforts to establish comprehensive 
national social policies, 


I. SUICIDAL BEHAVIOUR AND ITS CONSEQUENCES 


Suicide is a global tragedy. Each year at least 500,000 
people are known to dic by suicide. However, since suicide 
Is Seriously underreported in all countries, the actual num- 
ber is certainly much higher. Estimates run as high as 1.2 
million. Suicide is not only a problem of the highly indus- 
trialized, affluent socictics in the northern hemisphere. It 
Is a problem in both hemispheres, in developing and de- 


veloped countries, and it occurs among all age groups and 
social classes. 


Although there is large international variation in suicide 
mortality, the global picture for the past few decades has 
been one of rising trends. This has been particularly noted 
among the younger age groups, even though the highest 
rates are still found among the clderly. 

One consequence of this development has been that in 
the majority of countries, suicide now ranks among the top 
10 causes of death for individuals of all ages and among 
the three leading causes of death for adolescents and young 
adults. In some countries, suicide is the Icading cause of 
death for those in their late twenties or carly thirties. In 
many countries, the number of deaths from suicide is much 
higher than the number of deaths from motor vehicle acci- 
dents. This comparison also makes painfully clear that the 
suicide problem has been generally neglected or ignored 
all around the globe. 


Suicidal behaviour statistics show that in addition to the 
number of suicides, at cast 20 times as many persons make 
non-fatal suicide attempts scrious enough to require medi- 
cal attention, often resulting in irreversible disability. In 
many countrics, suicide attempts are one of the main 
reasons for hospital emergency admissions and treatment 
of young people, putting a heavy burden on their health- 
care systems. The majority of individuals who attempt 
suicide tend to be adolescents and young adults, and to- 
gether they form a pool from which many future suicides 
emerge. 

In addition to the many millions of persons who, for 
reasons of social and emotional suffering and loss of hope, 
commit or attempt suicide, there are the innumerable 
others, such as family members, friends, colleagues, and 
care-givers, Whose lives are profoundly affected. Given 
that for every suicide and suicide attempt, there are at least 
five persons intimately related to the individual in ques- 
tion, then cach year many millions of survivors are added 
to the tens of millions of persons already struggling, often for 
many years, to cope with the impact of a suicide tragedy 
on their life and well-being. 

Apart from the cconomic costs involved in providing a 
range of services to those who exhibit suicidal behaviour 
and the persons around them, there is also the fact that 
these individuals no longer contribute to the social and 
cconomic functioning of their communitics. One measure 
of this 1s the calculation of years of productive life lost. It 
has been estimated that at a global level economic losses 
from suicidal behaviour amount to about 2.5 per cent of 
the total economic burden duc to disease. 

In most cases, the tragedy of suicide can be prevented. 
Major contributing factors such as mental and addictive 


disorders, adverse social conditions, lack of supportive 
environments for individual development and the absence 
of appropriate services for people in need are often one 
rectable. Rising to the challenge of preventing suicida 
behaviour is the basic human motive behind the call for 
countries to develop national strategics for suicide preven- 
tion and for relevant organizations to assist them in this 
most needed and urgent endeavour. 


II. ORGANIZING PRINCIPLES 


Acting on the premise that individual life has value and 
meaning, segments of socictics have supported and organ- 
ized suicide prevention activitics for centurics. These 
Guidelines evolve from that body of work, represcnting a 
renewed and broadened approach to suicide prevention. 
The term “suicide prevention” here refers to all relevant 
activitics which might reduce the morbidity, mortality and 
other consequences associated with suicidal behaviour. At 
all levels, actions directed towards the prevention of sul- 
cide should be based on objectives that can be evaluated 
for their effectiveness. These objectives flow from several 
goal statements and from a number of organizing princi- 
ples, listed below. They are in harmony with existing prin- 
ciples but significantly expand both the focus of preven- 
tion efforts and the range of the actors, agencics and 
actions which can be considered. 

(a) Suicidal behaviour and the conditions antecedent 
to it are the appropriate focus for prevention activitics. 
This expansion of the ficld of interest includes completed 
suicide; attempted suicide, or parasuicide; and those con- 
ditions, states and disorders which proximally herald or 
predispose self-destructive behaviour; 

(b) Employing a bio-psycho-social framework, the 
contexts of suicide are viewed from a broad perspective of 
human development. Suicidal behaviour is understood to 
be multifactorial, multidetermined and transactional in its 
origin and to develop cumulatively through identifiable, 
but complex, pathways or trajectorics, 


(c) No single discipline or level of social organization 
is solely responsible for suicide or for suicide prevention. 
As a consequence, the issucs of and solutions to suicidal 
behaviour are appropriatcly acted on by everyone in the 
community. Both individuals and agencies are, within their 
areas of competence and capacity, empowered to act as 
part of a network of community-wide resources; 

(d) Individuals in many roles and at all Icevels of 
community/socicty possess the expertise to make a unique 
and productive contribution to the prevention of suicidal 
behaviour; 


(e) The mosaic of community resources for suicide 
prevention operates most cffectively when its activitics are 
coordinated and integrated. Collaboration at an intersec- 
torial and interregional levcl, between government and 
non-governmental organizations and involving public- and 
private-sector contributions, is also of fundamental impor- 
tance; 

(f) Aconceptual framework for understanding suicidal 
behaviour is necded to gencrate systematic and voal- 
oriented research and prevention activitics; hy 

(g) Equipping individuals, familics and communities 
with the knowledge, skills and values to foster and main- 
tain their gencral health and social well-being and that of 
their communities is essential. These universal activities 
directed towards all members of society should comple- 


ment the continuing availability of specific interventions 
for known problem or at-risk groups; | 

(h) A convergence of experience and ee) m ead 
countrics supports the belicf that some—-perhaps a gf 
deal of--suicidal behaviour can be prevented. 

The Guidelines offer a means of facilitating the Aen 
opment of national strategics for the prevention of suicida 
behaviour within the socio-economic and cultural context 
of any interested country. Thcy should not be considered 
explicit instructions to be followed by every Government. 
Each Government needs to adapt or modify specific com- 
ponents of the Guidelines to fit its own cultural, economic, 
demographic, political and social needs. The Guidelines 
should be revised periodically to reflect new knowledge in 
the ficld of suicide prevention and experience acquired 
during their implementation. 


Il. OBJECTIVES 


Suicide is a behaviour with devastating effects on the 
cohesive fabric of society. The range of suicidal behaviour 
is broad and results in much pain, suffering and disruption 
in the lives of individuals, familics and communities. The 
nature of the ovcrall problem necessitates the development 
of strategics that reflect a holistic approach to prevention. 
This would cnsure a comprehensive, coordinated and col- 
laborative strategy to reduce the expression and conse- 
quences of suicidal behaviour. 

The aim of a national strategy would be to promote, 
coordinate and support culturally appropriate intersectorial 
programmes for the prevention of suicidal behaviour at the 
national, regional and local levels. 


The following goals cover the range of outcomes that 
would support the aim of a national strategy: 


(a) Preventing premature death duc to suicide across 
the life span: 


(b) Reducing the incidence and prevalence of other 
suicidal behaviour; 

(c) Reducing the morbidity associated with suicidal 
behaviour; 

(d) Providing opportunitics and settings to enhance re- 
silicncy, resourcefulness, respect and interconnectedness 
for individuals, families and communitics. 

The following types of activitics and approaches consti- 
tute courses of action that could support the attainment of 
national strategy goals: 


(a) Develop a national-specific conceptual framework 
for implementing, monitoring and evaluating suicide inter- 
vention programmes that address the specifics of the prob- 
lem and fit the unique characteristics of the country; 


(b) Adopt a standard taxonomy for suicidal behaviour; 


(c) Promote the carly identification, assessment, treat- 
ment and referral of persons at risk of suicidal behaviour 
for professional care; 

_(d@)_ Increase public and professional access to informa- 
tion about all aspects of preventing suicidal behaviour; 

_ (e) Promote and/or support the establishment of an 
integrated data collection system which serves to identify 
at-risk groups, individuals, situations and scttings associ- 
ated with life-threatening behaviour; 

(/) Promote public awareness with regard to issues of 
mental well-being, suicidal behaviour, the consequences of 
stress and cffective crisis management; 


4 comprehensive training pro- 
“keepers—e.g.,, police, educa- 
care providers, mental health 


(h) Where indicated ado 
» Adopt culturally appropriate 
tocols for the public reporting of suicidal a si 
_ (@_ Promote increased 
ices for those at risk for, 
suicidal behaviour: 


(/) Provide Supportive and rehabilitative services to 
persons affected by suicidal behaviour: persons who are at 


risk or who have attempted suicide, their family, friends, 
colleagues and other associates; 


pro- 


access to comprehensive serv- 
or affected by, the full range of 


(k) Reduce the availability, accessibility and attrac- 
tiveness of the means for suicidal behaviour: 


(/) Identify and/or establish institutions or agencics to 
promote and coordinate research, training and service de- 
livery with respect to suicidal behaviour; 


(m) Develop or modify relevant legislation and admin- 


istrative regulations to facilitate the implementation of 
national objectives. 


IV. FORMULATION OF A STRATEGY 


Given that a comprehensive national strategy exists in 
only a very few countries, the most important activity— 
likely to occupy the cnergies of concerned institutions and 
specialists, both governmental and private, in most coun- 
tries, for a period of at least several years —is the actual 
formulation and adoption of national strategy objectives. 


The value of developing a comprehensive national strat- 
egy is based on the assumption of broad involvement from 
different sectors and segments of socicty. This is well in 
line with the current trend observed in the production of 
policies of interest to a socicty which favours and stresses 
community-based activitics and community involvement 
in the planning, implementation and evaluation of national 
programmes. 


A national strategy for the prevention of suicidal behav- 
iour must be linked to a corresponding policy declaration 
of a national Government. With the adoption of such a 
policy declaration, it is expected that a governmental 
agency or non-governmental organization would be desig- 
nated and funded as the coordinating body responsible for 
the bio-psycho-social problems associated with suicidal 
behaviour. In countrics that have institutional arrange- 
ments for the gencral well-being of their citizens, an exist- 
ing body—public or private —-will likely be appointed. In 
countries where such institutional arrangements arc absent, 
it is expected that the Government will establish a coordi- 
nating body. 

Experience has shown that the formulation sg hat 
strategics are more likcly to succeed if they are guided by 
the inclusion of several basic elements: 


(a) Government policy; 

(b) Supporting conceptual framework, 

(c) General aims and yoals; 

(d) Measurable objectives: Ait 
(c) Identification of agencies/community organizations 


to implement the objectives; 
(f) Monitoring and evaluation. 


A. Initial study 


Once the coordinating body is appointed, one of its early 
activities will be to conduct or commission a systematic 
study of what is known about national trends in suicide and 
suicidal behaviour; to identify causal and correlational pat- 
terns; to evaluate the impact on those affected by suicidal 
behaviour; and to determine the available level of con- 
structive support service to those at risk or affected. The 
coordinating body will also carefully review and determine 
the extent to which the basic clements of a national strat- 
Cgy are already in place. 


B. Initial drafts 


It is expected that the coordinating body will be given 
the responsibility to identify and invite the Participation of 
Interested groups from the public and private sectors in the 
process of formulating a national Strategy. An initial meet- 
ing might be held of experts from all sectors who are 
known to be concerned about the problem of suicidal be- 
haviour. The mecting might best consist of an informal and 
preliminary exchange of views. The coordinating body 
might undertake to establish a mechanism for requesting, 
recciving, reviewing and discussing the contributions of 
concerned individuals, groups and organizations. It would 
also seck to create an atmosphere of interest in developing 
a collaborative, comprchensive, intersectoral and multi. 
disciplinary strategy based on a broad conceptual frame- 
work of general health and social well-being. 


The coordinating body will undertake to draft the policy- 
and goal-oriented national strategy. The draft at this stage 
should deal primarily with a statement of gencral aims and 
goals and priority national objectives, in keeping with the 
policy interests of the national Government. It should be 
distributed to community-based individuals and repre- 
sentatives of community groups and organizations for 
comment. 


With endorsement from the community-involved repre- 
sentatives, the coordinating body will submit the revised 
national strategy to the Government for approval. 


C. Procedures initiated by local communities 


Although governmental policy is necessary for the suc- 
cessful formulation of a strategy at the national, regional 
or local levels, suicidal behaviour, compared to other gen- 
cral public problems, may not be an issue of priority, In 
countrics where this situation cxists, it may be necessary 
for concerned individuals, groups or organizations at the 
community level to initiate steps towards the formulation 
of a national strategy. Appendix | provides a schematic 
outline of these steps and shows their linkage to the steps 
initiated by a Government after its decision to make the 
problem of suicidal behaviour a national policy priority. 

V. IMPLEMENTATION 

The success of the national strategy will entail the need 
to delegate institutional responsibility for transforming the 
objectives into reality, Thus, it is important for countries 
to articulate the relationship of the national strategy objcc- 
tives to their specific institutional structures and processes. 

The process of articulating these relationships should be 
facilitated by the coordinating body, which, in addition to 
its mandate to formulate the national strategy, should have 
a mandate to develop, implement and coordinate activities 


prevention. The coordinating body 
evcloping or maintaining hort- 
and vertical interaction among 
and individuals. 


leading to suicide 
would be responsible for d 
zontal coordination across 
designated institutions, groups livic 

Countries that already have a coordinating body are cn- 
couraged to consider possibilities for broadening cor one: 
rative efforts with public- and private-sector coordinating 
bodies at different regional levels. 

It is suggested that the coordinating body at this stage 
focus on identifying problems of implementation, by means 
of: 

(a) Surveillance, to monitor the problem, 

(b) Basic research, to identify risk factors, . 

(c) Programme development, to develop intervention 
programmes and Services; 

(d) Evaluation research, to develop means to test the 
effectiveness of interventions. 

The process of strategy articulation and approval should 
be interactive and dynamic as progress towards addressing 
suicidal behaviour proceeds. It is advised that the coordi- 


nating body supervise implementation of the strategy mM 
the areas of rescarch, services, training and monitoring 
systems. Additionally, the coordinating body should initi- 
ate and encourage the involvement of a broad spectrum of 
institutions, groups and individuals within the socicty. The 
coordinating body should have a mandate to request inter- 


national technical assistance if needed. 

Governments are advised of the importance of providing 
the coordinating body with the exccutive, financial and 
technical resources that will enable it to carry out its for- 
mulation and implementation responsibilitics effectively 
and efficiently. 


VI. RELEVANT POLICY AREAS 


The prevention of suicide and the provision of suppor- 
tive, caring and rehabilitative services require numerous 
distinct efforts undertaken by different persons, groups and 
institutions, in a comprehensive but coordinated manner. 
Those efforts are likely to fall within the scope of certain 
policy areas, such as health, education, welfare, social 
services, legal services, police and so on). 


Those responsible for actual formulation at the national 
level will have the task of drawing up appropriate plans 
for all populations at risk (c.g., persons in crisis, mentally 
disordered persons, and persons in correctional facilities). 
Within these Guidelines it would not be appropriate to 
provide detailed sets for all possible contingencies that 
is, all populations at risk or all scctorial intervention areas. 
Appendix II, by way of example, scts out measures con- 
cerned with the increasing number of suicides committed 
by young persons, particularly young men. A special chal- 
lenge in most countries is finding new means of coping for 
children and young people and alleviating injurious living 
conditions and situations. 


VII. PUBLICATION AND DISSEMINATION 


Once the comprchensive national strategy for suicide 
prevention has been formulated by following the proce- 
dures outlined above, it should be published in full and 
made available to all interested institutions and persons 
and to the public. It should be accompanicd by detailed 
explanations of all of its components, if possible in the 
form of information kits designed to mect the likely needs 
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cs of institutions and different catego- 
k. Wherever necessary, appropri- 
ate information should be made available in the seReaies 
languages of all residents, particularly in those oO bay fa 
at high risk—for example, certain indigenous peop 
older immigrants. 

In many circumstance 
and publish local or regiona 


of different categorics ¢ 
rics of populations at rs 


es it will be valuable to formulate 
| variants of the national plan, 
indicating in very specific terms the responsibilitics of all 
concerned agencics. Provision of local information mate- 
rials, including detailed information on the availability of 
local services and the means to contact various institutions, 


would be of valuc. 

Good public information systems are necded because of 
the major importance given to: (a) promoting public 
awarcness of the nature and causcs of the problem, and the 
means to identify persons at risk; (b) providing quick- 
response preventive measures within the context of fami- 
lics, schools and workplaces; and (c) having rapid access 
to appropriate specialist institutions, if required. At the 
national level, the institution responsible for public infor- 


mation should designate a specialist sub-unit to dissemi- 
nate suicide prevention information. At the regional and 
local levels, similar responsibility could be assigned to a 
specific organizational entity, public or private, involved 
in the prevention of suicidal behaviour. ~ 


VIII. IMPLEMENTATION, REVIEW AND APPRAISAL 


The effectiveness of implementing any national strategy 
needs to be monitored from the very beginning. At the 
operational level, this involves the evaluation of the inter- 
nal cfficicncy of individual projects and programmes in 
terms of their specific objectives. It also involves a more 
extensive evaluation of the impact that the activities appear 
to be making in changing socictal conditions. 

In most countries the national strategy on suicide pre- 
vention will be a new instrument. Consequently, it would 
be wise to allow sufficient time for the various measures 
to be carricd out, evaluated and, if necessary, adjusted at 
the micro-level. Care should be taken to avoid a situation 
where a scrics of changes in the strategy are made more 
quickly than the ability of the various administrations to 
put them into effect. 


IX. INTERNATIONAL PROMOTION AND SUPPORT 


International promotion and support of national strate- 
gics need to be evident without interfering with the right 
of any country to formulate a national policy appropriate 
to its circumstances. 

Intergovernmental organizations, such as the United 
Nations and WHO, can provide assistance in making the 
Guidelines available to all Governments. In return, cach 
Government can be requested to inform those organiza- 
tions of its views and proposed actions. Specifically, the 
United Nations can provide a clearing-house function for 
the collection and publication of the national strategies 
from different countrics. Additionally, it and WHO can be 
Important sources of feedback to national strategy coordi- 
nation bodies. They can provide ongoing support for the 
Importance Of Incorporating a suicide prevention strategy 
Into every country’s comprehensive social policies, and 
they can provide technical support for countries that re- 
quest assistance in the development and implementation of 
a national strategy. 


52. International and n 


, ational non-go wee mr 
zations have a major role t _hemear te rig 


© play in sponsoring ; ing 
congresses to present and disictninees Bea tiouise i a 
information about Suicide prevention. The United Nations 
and WHO can maintain a constant dialogue provide ad- 
vice and act as a liaison with non-governmental organiza- 
tions that may be able to Provide specialist help to sea 
ernmental efforts to develop a national Strategy ke 
governmental Organizations can assist national strateg 

coordination bodies through their efforts to keep the public 
well informed about the magnitude and severity of the 
problem, nationally and globally. They have important 
roles to play in Providing technical and financial support 
for the assessment of the problem within a given country 
and for the assistance they can provide in the development 
and implementation of national Strategy plans. They have 
an especially important role in promoting the importance 
of research on culturally specific high risk factors and in 


the development of culturally appropriate preventive intcr- 
ventions. 


ANNEX ] 
Loeal initiatives 


In some countries, efforts to develop a national strategy of suicide 
prevention will begin at the community level, They might be initiated 
by individuals, grass-roots workers, ad hoc groups of concerned 
citizens or leading non-governmental organization interest groups. 

Prior to a decision by the national Government to give policy-level 


priority to the prevention of suicide, the community is advised to take 
the following steps: 


(a) Whoever initiates the process must undertake a review of 


existing knowledge about suicidal behaviour within the socicty. This 
will include definitions, magnitude of the problem, methods of 
suicide, services available for those at risk and those affected, and 
cultural attitudes towards the issue. 

(b) The nature of the problems determined trom the review must 
be translated into a statement or issuc of concern that will attract the 
interest of policy makers and help them sce the relevance of the 
problem to the well-being of the country; 


(c) The initiators are advised to seck support from a coalition of 
interested partics in the country (local, regional, national or interna- 
tional in representation). The partics necd to formulate a common 
declaration of intent among themselves to promote the need for a 
national strategy; 

(d) The coalition should collectively review the existing know- 
ledge on suicidal behaviour to make sure everyone is at a similar 
level of understanding and agreement on the nature of the problem. 
A detailed analysis of the problem should be prepared for distribution 
to members of the public and other potential supporters: 

(ec) A public awareness strategy, using public forums, media cov- 
erage and print campaigns, should be activated to broaden public 
support for a national strategy; 

(f) Members of the coalition should jointly organize a Shetty 
acceptable plan to lobby, petition and influence governmental policy 
makers of the need to give policy-level priority to the problem: 

(g) As part of their plan to influence governmental policy, slit 
bers of the coalition should prepare a proposed mattonal iyeey 
and/or provide examples of national strategies used in other countries 
as information for the policy makcrs. 

(h) The coalition will necd to devise short- and Sata crs 
to sustain their plan of influence until the Government develops a 
national policy position. cae 

After the national Government has decided to oe plig sans 
priority for the prevention of suicide, the following steps are ree 
es oe coalition may need to develop a further evi ei 

} ’s interest in the problem until it appoints a coorer 
a episonpae SeEiBte for the formulation and implementation ol 
nating body respons 


a national strategy; 


(b) The national Government 
ional strategy on suicide preve 
priorities: 


agrees to the formulation of a na- 
NUON Consistent with its policy-level 


(¢) The national Government establishes or designates a govern- 
mental/non-governmental coordinating body responsible for the pre- 
vention of suicidal behaviour: 

(d) The appointed coordinating body is given a mandate to iden- 
tify and invite concerned groups trom the public and private sectors 
(0 participate in the process of formulating a national strategy; 

(¢) The mandate of the 
include responsibilitic 
and coordinating activ 
strategy objectives; 


he coordinating body is broad enough to 
S lor promoting, developing, implementing 
ities leading to the achievement of national 


(/) The national Government provides the coordinating body with 
executive, financial and technical resources to ensure effective and 
efficient formulation and subsequent achievement of national strat- 
egy objectives: 

(g) The coordinating body takes the necessary steps to formulate 
a national strategy for governmental approval, guided by govern- 
mental policy, a supporting conceptual framework, general aims and 


goals, measurable objectives and a mandate to monitor and evaluate 
implemented programmes: 


_ (A) Strategies are implemented through appropriate programmes 
in all arcas of prevention and with broad involvement from different 
sectors and segments of the country. 


ANNEX I] 


Prevention of suicide among youth 


The measures outlined below might be appropriate for a sub- 
strategy concerning youth. With appropriate modifications, they 
could be applied to other populations at risk. 


(a) The provision of adult nurturing, basic health care, nutrition, 
shelter, educational and occupational opportunities and protection 
against all forms of violence should be recognized as components of 
a comprehensive prevention strategy against a wide range of serious 
problems. Networks of community resources should be established 
for this purpose; 

(b) Children and young people should be supported by their fami- 
lics and communities in order to enable them to exercise over their 
lives control that is culturally and developmentally appropriate, to 
increase their self-esteem and effectively to cope with problems. 
Parenting skills training, including the use of appropriate disciplinary 
practices to promote the dignity of the child, should be offered. 
Children and youth should be provided with age-appropriate oppor- 
tunitics to increase feelings of mastery, responsibility and inter- 
personal problem-solving skills. A chance to finish school should be 
secured for all children and youth; 

(c) very suicide attempt by a young person should be investi- 
gated, and appropriate support and treatment must be provided for 
them and their families. Multidisciplinary expertise should be em- 
ployed in these activities. Furthermore, because suicidal behaviour 
is often chronic, a well-organized structure of follow-up should be 
established for high-risk youth; 

(/) Research aimed at the identification and investigation of 
high-risk groups among youth should be encouraged and financed by 
Governments and by non-governmental and business organizations 
in the private sector. Risk groups include those who have attempted 
suicide, have mental and addictive disorders (c.g. depression, con- 
duct disorders, schizophrenia, alcohol and other drug abuse disor- 
ders), are isolated from the community or have experienced loss 
(death of a parent, parental divorce, unemployment, failure in aca- 
demic performance, etc.); 

(c) Identification of high-risk groups could be facilitated by pub- 
lic and professional awareness programmes about mental and addic- 
tive disorders, the related warning signs of suicidal behaviour, and 
elfective treatments currently available. Early identification of men- 
tal and addictive disorders, and appropriate treatment for them, 
should be emphasized. Programmes should be carefully tailored to 
cach population. Every effort should be made to decrease the stigma 
against suicidal behaviour; 


and accessibility of lethal methods 


(/) Reducing the availability ] 
J}, community, re- 


of suicide should be considered on an individua 


gional and nationwide basis; 

(g) A statistical analysis of national mortality data indicates that 
cluster suicides occur predominantly among adolescents and young 
adults and that such clusters account for approximately 1-5 per cent 
of all suicides in this age group. Therefore, when a death (accidental 
or suicide) occurs, appropriate measures should be taken immedi- 
ately for the prevention of suicide clusters. The importance of estab- 
lishing in advance a cooperative relationship with the mass media 
should be emphasizcd. Otherwise, a suicide cluster might develop as 
a consequence of the exaggeration or glorification of suicide in the 
media; 

(h) After a suicide, services should be available to provide psy- 
chological and social support help to the victim’s significant others 


(family, friends, relatives ctc.). 


ANNEX III 


Developing a conceptual framework 


Developing a framework to guide the formulation and implemen- 
tation of guidelines for the prevention of suicidal behaviour and the 
provision of support and rehabilitative services to those affected, 
based on current knowledge and levels of intervention technology, 
should be practical in nature. The framework adopted by a national 
Government should allow for casy identification of intervention tar- 
gets. In a traditional public health model, “host” (potential suicide 
victims) groups can be fairly casily identified—for example, at-risk 
populations and those who attempt suicide. At the “environment” 


ntributing variables can be identified, including social sup- 

nical factors, legal sanctions and community 
d with the increased vulnerability of 
vel, the means and methods of inflict- 
ing self-injury are variables that can be targeted, to decrease avail- 
ability (i.c., gun control) or to inerease knowledge of the potential 


lethal nature of the means (1.¢., harmful effects of “overdoses” in low 


amounts). 

For cach intervention target, the framework should provide for 
multiple levels of responsibility and implementation, ranging from 
the actions of individuals to the involvement of international organi- 
zations. The framework also should provide for steps to be taken. 
The traditional prevention model, for example, provides for primary, 
secondary and tertiary forms of intervention. Primary interventions 
would try to minimize the risks of resorting to self-injury. For exam- 
ple, by adequately treating all individuals with significant affective 
disorders, schizophrenia, alcoholism and other substance abuse prob- 
lems or severe personality disorders, the incidence of suicides and 
suicide attempts would dramatically decrease. Secondary prevention 
would include carly detection and treatment of contemplated or 
planned sclf-injury. The adequate training of all front-line health and 
mental health caregivers would inerease the detection of and provi- 
sion of appropriate support for individuals actively contemplating 
suicide. Tertiary prevention would be aimed at those affected by the 
suicidal actions of others. Social support services to family, friends 
and colleagues would reduce the number of survivors who are often 
isolated from the normal grieving process. The advance preparation 
of policy guidelines by communitics and institutions (i.c., schools) 
to deal with the impact of death by suicide would greatly increase 
the effectiveness of responsible leaders to provide supportive serv- 
ices when large numbers are affected by a suicide. 


level, co 
port resources, economic 
attitudes that are associale 
host groups. At the “agent” le 
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PREFACE 


The Finnish National Research and Development Centre for Welfare and Health 


published the following strategy in the 


expert group for suicide prevention 


form of a booklet in 1993 irculation i 
Finland. It was prepared by Maila Upanne and Helena Arin vile obldrinesi 


pera in collaboration with an 


appointed by the Nations i ‘ 
sequently the National Agency for Welfare and Hew tes nema rrs 


Interregional Expert Mecting on Guidelines for t 
Comprehensive National Strategics for the Preve 
Provision of Supportive and Rehabilitative Servi 
Affected Persons, held in Alberta, Canada in May 


ilth). The booklet was submitted to the 
he Formulation and Implementation of 
ntion of Suicidal Behaviour and the 


ccs to Persons at Risk and to Other 
1993. 


INTRODUCTION (5) To assist in decision making; 
Since 1986 a research project has been examining the (<) As a catalyst for organizing activities: 
nature of suicide in Finland and developing measures to (d) to stimulate information transfer; 
prevent it. Initially, all suicide cases from the previous (¢) As an impulse to reviewing current services and 
years were examined. Projcct groups appointed at the pro- _— practices; 


vincial level then studicd the findings and recommended 
various preventive measures. In all, over 1,000 re- 
searchers, planners and specialists in several ficlds have 
contributed to the strategy. The central findings of the 
project, “Itsemurhat Suomessa 1987" (Suicides in Finland 
in 1987), are presented in a separate report. More detailed 
information on motives, background factors and contexts 
has been published by the National Agency for Welfare 
and Health. 


The strategy distills and summarizes the main chal- 
lenges that emerged during the project. It highlights, in 
systematic format, the factors which tend to play an im- 
portant role in the course of a life terminating in suicide. 


The most striking observation made during the project 
was the great varicty of phenomena that can exert cumu- 
lative effects in a life ending in suicide. Significant con- 
tributory factors come into play in different phascs and 
arcas of life. 

It also became obvious that discretion and jurisdiction 
in suicide prevention activitics tend to vary and overlap 
among numerous different authoritics. The bedrock for 
practical suicide prevention in Finland is the presence of 
various bodies in society which will shoulder the respon- 
sibility, make the commitment and do thcir utmost to co- 
operate. Genuine authority and influcnce in suicide pre- 
vention depends on specialist knowledge in various ficlds, 
and on responsibility and commitment. 

The main purpose of this booklet is to clarify the funda- 
mental policies and goals which will foster and guide the 
development of suicide prevention policy in Finland. For 
the sake of clarity, the various challenges necding to be 
tackled are dealt with separately, although factors contrib- 
uting to suicide do, of course, interact in a person’s life. It 
is essential for different authoritics to sharc a common 
resolve in this issue and for preventive measures to be 
streamlined and well coordinated. 

This booklet is thus designed to be used in the following 
ways: 

(a) Asa basis for public discussion, 
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(4) When planning further education; 

(g) In everyday discussions. 

The issucs and idcas presented need to be discussed 
within different sectors of relevant administrations and 
professional bodics. It is important for discussions to relate 
to everyday life situations, and material on various themes 
is being compiled for that purpose. Some of the tasks 
identificd in the strategy are to be carried out by inter- 
departmental coopcration at the national level or by the 
National Agency for Welfare and Health. It is this final 
stage of the project which will determine the real nature 
and efficacy of suicide prevention in Finland in the years 
ahead. 


I. PRINCIPLES OF SUICIDE PREVENTION 


A. Alife ending in suicide has borne 
a cumulative burden 


The project findings indicate that suicide is a result of a 
long, sometimes even life-long, process. Little by little the 
problems accumulate until they finally seem insurmount- 
able, although at the end, suicide always happens suddenly 
and is rarcly predicted by others. In retrospect, the factors 
and events identified as significant can be zoned according 
to their proximity to the suicide or to how big a risk they 
formed. Observations indicate that beyond the circum- 
stances which directly precede suicide (specific factors) lic 
other contributory factors which have definite but indirect 
links with it. In unfavourable circumstances these so- 
called non-specific factors act to increase the probability 
of suicide. However, equally important are positive cir- 
cumstances which, if they prevail, tend to counteract the 
processes Icading to suicide (constructive and protective 
factors). 

In preventive work all contributory factors are regarded 
as important targets. The more indirect they are, the more 
casily the relevant prevention measures can be incorpo- 
rated into other social activities, in order to minimize dis- 
ruption and supplement resources. The essential point here 


nA THN 


a os 
- | Cc 
\ 


“ 
_ 
: 


Mm) Ly 4 


CO 4s6S0 


is to become aware of the positive opportunitics for pre- 
ventive activitics which cxist in everyday life situations, 
in addition to the harmful and discmpowering circum- 
stances and expericnces of life. 


; wicide , ? 
B. What does preventing suicide mean. 


Suicide prevention includes a range of activitics aie’ 
at influencing the factors and events proved to be signif- 
cant in life processes culminating in suicide. 

Preventing suicide means influencing, in a corrective 
and constructive way, the process of problem development 
and the individual’s own resources at different phases of 
life, in order to: 

(a) Prevent suicide from occurring; 

(b) Prevent problems from worscning and becoming 
insurmountable—c.g., by supporting coping resources, 

(c) Prevent the circumstances or factor interactions 
which lead to problems; 

(d) Teach individuals to manage their own lives, while 
offering alternatives and support when necded. 

The principles of preventive activitics can thus be sum- 
marizcd as follows: 

(a) Eliminate or reduce the influcnce of factors that 
directly increase the possibility of suicide; 

(b) Eliminate or reduce the cffects of difficultics and 
problems that, in unfavourable circumstances, could lead 
to suicide; 

(c) Create circumstances and expcricnces that improve 
the individual’s options for controlling his own life and 
which support his own resources for coping. 

Society has to decide whether it wants to intervene via 
intensive treatment when the problems are already severe 
or through more minor measures at an carlicr stage to 
prevent problems from taking control in the first place. 
This choice partly reflects socicty’s view of how the indi- 
vidual and her life should develop, how problems cmergce, 
worsen and become resolved cte. It is possible to influence 
an individual’s destiny and to prevent problems from cs- 
calating into crises. Knowledge of the circumstances and 
experiences that tend towards suicide allows socicty’s 
choice to be exercised. 


C. The challenge of negative attitudes 


Public discussion tends to reveal a number of negative 
attitudes and belicfs which form obstacles to suicide pre- 
vention, for cxample: 


(a) If it’s going to happen, it will; 

(b) When problems are that big, you can’t expect to do 
anything about them anymore; 

(c) You can't really change a person’s circumstances 
and expericnces anyway; 


(d) Everyone makes his own choiccs, and other people 
shouldn’t interfere; 


(e) These people have such cnormous problems that 
it’s not even worth belicving they can be helped; 


WY There has always been a lot of suicide in Finland; 
it’s because of our national character. Besides, there are 
plenty of suicides in other countrics, too: 


_(g) A person must have the right to decide on his own 
life or death. 


I]. SUICIDE PREVENTION AS A STRATEGY 
OF JOINT RESPONSIBILITY 


rising suicide rate if: 


It is possible to reverse the el . 
(a) Everyone who has attempted suicide receives help 


that is as effective as possible; 

(b) Depression is recognized and the depressed pe 
offered all the support he/she needs: everyone suffering 
from scrious depression should get appropriate and effec- 
tive treatment, 

(c) The use of alcohol as a universal solution to prob- 
lems can be prevented and better mcans of supporting 


cfforts to cope can be found; 7 
(d) Mental and social support are enhanccd within the 


treatment of somatic illness; 

(c) A person ina life crisis receives appropriate sup- 
port from rclatives and fricnds and from professionals, 
when neccessary, 

(f) The risk of youngsters becoming alienated from life 
can be avoided, and individuals running a risk of suicide 
arc guaranteed the possibility of coping and improving 
their sclf-csteem, 

(gy) The cultural climate in Finland, education system 
included, becomes more relaxed and permissive and less 
guilt-promoting, stigmatizing and punitive than it tends to 
be at present. It necds to promote belicf in life, resource- 
fulness, sclf-cstcem, initiative and mutual support. 


This can be achicved now, not sometime in the future. 
The research project supplicd the data from which our 
picture of the typical Finnish suicide has taken shape. 
However, this information covered only the main arcas and 
is naturally biased to some extent by the methods used. 
Thus, many of the detailed connections and interactions 
between various factors affecting the course of a person’s 
life remain to be clarified. The more indirectly they are 
linked with suicide, the more open to interpretation is their 
significance. The picture to emerge must be considered in 
its cultural context. Further research is still needed, al- 
though the nature of the problem means it is unrcalistic to 
anticipate precise, unambiguous solutions from scientific 
studics alone. 


In any case, merely knowing facts about suicide is ob- 
viously insufficient for solving the problem. The essential 
point here is whether the factual knowledge and increased 
activity which this project has generated can be used to 
initiate social reforms. We have a “window of opportu- 
nity”. Probably never again shall we have the chance to 
implement a large-scale, nationwide project of this type in 
Finland. Finnish socicty must make the decisions now. 
What kinds of resources and how much commitment do 
we need and how much are we able to devote to tackling 
this problem? 

It needs to be clearly understood that suicide numbers 
cannot be reduced at a single stroke or even by measures 
taken by a single sector of socicty. The model presented 
here needs to be understood as a strategy for a spectrum 
of activities involving several sectors of socicty. Only in 
this manner will we be able to evolve functional solutions 
to the problems raised. Each sector of socicty concemed needs 
to appreciate its particular roles, dutics and potentials in 
rclation to the issucs brought forward in the strategy. 

The carly 1990s are not an casy time to be implementing 
a strategy of this scope and size. Morcover, it exposes to 
us all a deeply disturbing aspect of contemporary life, 


urgently highlighting the role of society and demanding 
our support for those at present and future risk of taking 
their own lives. The challenges present in suicide preven- 
tion work ultimately all derive from the disappointments 
of life and the difficulties in coping with them-—whatever 
the apparent or expressed “reason”. The current economic 
depression highlights the need for practical and specialist 
psychological help for people in life crises and for more 
Optimistic attitudes towards the crisis resolution measures 
in suicide prevention. 


Final decisions on implementing the strategy take place 
at the regional and municipal levels. Across Finland there 
is considerable variation in suicide rates and in many im- 
portant background factors. The project findings are avail- 
able on a regional basis, and the challenges presented by 
the strategy are subject to both regional and municipal 
decision-making. This means that implementation of the 
action programme has to occur according to regional sys- 
tems of planning and decision-making. 


The targets will be realized at a national level, if: 


(a) Municipalities take the recommendations into con- 
sideration in organizing social and health services and if 
they control the supply, quality and diversity of these serv- 
ices and of any local factors connected to the problem. 
Above all, it is important to cnsure that problems duc to a 
life crisis that is resolvable receive adequate support. This 
goal applics particularly to schoolchildren and youngsters; 
people who unexpectedly face a “dead end”; or near rcla- 
tives and close fricnds of persons who have committed 
suicide. Successful achicvement of the goal must be 
planned in connection with the purchase of certain serv- 
ices. Special attention needs to be given to young people’s 
circumstances and their capacitics for coping, in order to 
minimize the risk of alienation; 

(6) Health care districts and municipal federations for 
public health prepare targets and an action plan to cover 
the most pressing issues they are responsible for. Supple- 
mentary services that reduce risks and the burden on mcdi- 
cal services will be categorized as bencfits; 


(c) Provincial boards define their own role and strat- 
egy for implementing suicide prevention activitics within 
their jurisdiction. In collaboration with the relevant 
authorities throughout the province, cach provincial board 
(or a planning group appointed by it) nccds to prepare a 
plan that stresses the most important targets from its per- 
spective; 

(d) The National Public Health Institute contributes to 
the strategy by providing the research resources needed for 
monitoring the suicide mortality rate and cvaluating the 
effects of background factors and preventive measures, 


(e) The National Agency for Welfare and Health coor- 
dinates implementation and follow-up at the national level 
in conjunction with provincial boards, health care districts 
and other authorities involved in prevention. It will moni- 
tor the practical work of thesc authoritics, cooperate in 
their activitics, gather information on suicide prevention 
plans, and draw up nationwide reports, when needed. Data 
on suicide mortality rates (from the National Public Health 
Institute) and suicide prevention will be published from 
time to time: 

(f) The Ministry of Social Affairs and Health elevates 
suicide prevention to a Icvcl of strategic importance to 
public health and monitors developments in suicide mor- 
tality and prevention. 
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Ill. =SocIAL AND CULTURAL ISSUES 


Although social and cultural factors can be important 
contributors to suicide, the indirect nature of effects makes 
it very hard to prove causal connections. Particularly care- 
ful research is necessary in this field. In the meantime 
however, the fact that these issucs are already established 


in the realm of public discussion m “ans that some progress 
has taken place. 


Many recent official reports claim that the psychological 
ability to cope with crises is an individual's most valuable 
resource and a major precondition for returning to a func- 
tioning life afterwards. Yct this recognition has still not 
been incorporated into any plan for action, nor considered 
in decision-making. Has the concept merely been poorly 
explained, or is it simply not acceptable after all? 


_ The clear significance of various forms of alicnation in 
lives culminating in suicide forces the conclusion that 
measures and decisions concerning prevention can be ef- 
fectively realized only in a social context. 

The psychological capacity to cope with crises must be 
recognized and installed as a special priority in developing 
prevention activitics, equally important to other accepted 
prerequisites for maintaining the functional Capacities for 
life. Issues relating to the coping Capacity of the individual 
which have emerged from the projects should be subject 
to public debate. This will help to establish agreed mini- 
mum prerequisites for psychological coping abilitics. The 
current cconomic depression places even greater urgency 
on our ability to cvolve new coping skills, to stimulate 
fresh belicf in life and human dignity, and to encourage 
new forms of mutual help and caring. The process of alicna- 
tion among youngsters, especially boys, needs close scru- 
tiny. We also have to find ways of enhancing young pco- 
ple’s coping potential and help them find their place in life. 

An urgent task we all share is to develop a clear under- 
standing of how the Finnish man views himsclf, other 
people and life in general. The poorer ability of men to 
cope with personal crisis needs public discussion and for- 
mulation as a priority for activitics and reforms. Men must 
Icarn to find relevant approaches and appropriate ways of 
solving the kinds of problems that have emerged during 
this project. The media, the experts and the opinion form- 
crs should all campaign on this theme. 


The mass media in Finland dominate the cvolution of 
cultural attitudes and the orientation of public discussion. 
We need to reshape public attitudes towards suicide and 
stop talking in ways which tend to confirm the opinion that 
suicide is an unavoidable aspect of our national culture 
or worse still a reasonable way of escaping from severe 
crisis. Have we in Finland begun to regard suicide as a kind 
of ordeal of initiation? Do some of us perhaps go so far as 
to consider suicide a model solution for crisis resolution, 
while discounting the role of support, crisis management 
ctc.? Is the overwhelming dominance of negative criteria 
in news and current affairs programmes creating an atmos- 
phere in which we find oursclves almost proud of the high 
Finnish suicide rate? i? 

The media should face up to their responsibility by re- 
considering their editing policy for handling these p= 
Being in the service of the nation’s citizens implics a ¢ se 
to promote constructive alternatives, creative options = 
positive life valucs. Morcover, when suicide is po 
in the media we must remember that the audience may we 
include people currently at acute risk of suicide. 


rvices need to revise their policy and approach. 
strategy covers arcas that need 


Social se seid 
Another section of this + thatenes 
agreement on joint plans and shared responsibilitics, such 


as those required by the Mental Health Act. In this respect 
the current economic difficulties may act as a productive 
challenge which ultimately generates preat benefits hs 
people and the quality of services. We need to ensure t My 
staff in both public and private services arc able to recog- 
nize the signs of an impending personal crisis even In ie 
early stages. We must learn to interpret and help 80 Y 
people’s problems—espccially those of children ie 
youngsters—in a more real-life perspective. Pcople anc 
their problems necd to be handled inclusively, with appro- 
priate measures taken accordingly and with greater will- 
ingness to consult others. 


Action is needed to ensure that problems manageable 
through minor measures arc not left to deteriorate to the 
point of needing health care. The Mental Health Act re- 
quires health care districts to finalize the organization of 
prevention activities and follow-up, recruitment and the 
allocation of resources. Minimum requirements for pre- 
vention activitics are defined in the strategy, as are the 
most vital targets. All preventive measures found to reduce 
the need for treatment must be recorded. 


Specialist services must commit themselves to improv- 
ing the functioning capacity of their target communitics, 
such as schools and workplaces. These, in turn, should 
introduce new activities to promote coping skills and 
understanding. Resources need to be developed through 
successful social activities and interactions, and then im- 
plemented. Overall, we should Icarn to oricnt our cnergics 
more towards methods for avoiding the emergence of un- 


necessary problems. 


IV. COPING IN DAILY LIFE 


Suicide is a sign of an insurmountable crisis which in 
most cases would have been manageable with the interven- 
tion of expert help. For this reason the strategy places great 
emphasis on the responsibilitics of specialist scrviccs. 
Nevertheless, we live in the privacy of a world of our own 
making, and the events and expericnces of life form the 
substance of our reality. This being the casc, are not the 
circumstances of our daily life the most obvious target for 
action if we wish to enhance people’s capacitics to cope? 


Public discussion should be informed and cducated 
about the range of potentials in the ordinary person for 
strengthening his own and his fellow citizens’ self-cstecm 
and ability to cope with life. 


Creating a culture emphasizing joint responsibility, the 
virtues of perseverance and coping, and a spirit of mutual 
help and care, presupposes that these issues will be dis- 
cussed in the mass media, among various social groups and 
in schools; mutual help and cooperative activitics between 
people and within peer groups will be supported and cn- 
couraged; and the various projects will continue to compile 
and develop supplementary materials. 


The National Agency for Welfare and Health compiles 
material explaining principles and practical measures for 
helping people at risk of suicide, and for supporting those 
in crisis and guiding them in how to cope with problems 
This material is designed for information, education and 
discussion, and is to be tailored and produced for different 
social groups. 


The National Agency for Welfare and Health, 4 Copa 
tion with media representatives, will all c rn 
issucs to be considered in the public debate o lise He 
crisis management and suicide. The material produccd wl 


form the basis for discussions. | 

We expect organizations and representatives one 
social groups to begin discussing and incorporating into 
their activities the aspects of the strategy which are rele- 
vant and important to them, employing the help of special- 
ists, When neccssary. 

The specialist services must intensify measures for sup- 
porting pcople’s problem-solving skills, their ability to 
adapt, to persevere, to discover new options and to cope 
with criscs. 


V. SUICIDE PREVENTION IN DECISION-MAKING, SPECIAL 
SERVICES AND COMMUNITY ACTIVITIES 


This scction of the strategy begins with issues directly 
connected with suicide risk and then covers indirect con- 
tributory factors. The main features of cach issue are also 
arranged the same way: the challenges tackled first are 
always those directly associated with the possibility of 
suicide, cven though the others can be equally crucial 
when they help people avoid situations that might end in 
crisis. So, for urgent challenges the beginning of each 
section should be read, and for preventive issues, the latter 
parts. For every recommendation, at least one responsible 
authority or the relevant category of institution is identi- 
ficd, in parentheses. 


Cooperation between authorities, organizations and vol- 
unteers in various ficlds is clearly essential if we intend to 
achieve these goals. Knowledge and skills in the relevant 
ficlds necd to be utilized in a more effective manner than 
at present. The development of regional strategy modcls, 
intersectoral work-sharing and mutual consultation will 
help us to attain these goals and simultancously to opti- 
mizc the use of available resources. 


A. Suicide attempted and intended 


An attempted or intended suicide always implies that the 
person has reached a dead end in his/her life and is des- 
perate. But it docs not always mean that the person abso- 
lutcly wants to dic, even if the attempt does end in death. 
It is possible to prevent attempted suicide and to avoid it, 
if the risk is recognized, the gravity of the situation is 
understood and adequate measures are found. 


Recommendation 1 


The life circumstances of cach person attempting suicide 
should be investigated and appropriate treatment arranged 
(hospitals, primary care centres, psychiatric units, units for 
the care of intoxicant abusers): 


(a) An initial contact unit will conduct the investiga- 
tion and motivate the patient for future care; 


(b) Specialist knowledge in different fields will be 
called on, if available and where necessary, during the 
investigation; 

(c) The initial treatment unit then assumes responsibil- 


ity for contact with the patient and maintaining his/her 
motivation; 


(W) A functioning supportive network will be built up 
of relatives, friends and members of the nursing staff. 


Recommendation 2 


The organization for treating attempted suicide 
at risk should be planned 
and regional 


or those 
mn and operated jointly by the local 
authorities identified: 

(a) Regional health-care organizations/units will 
on the distribution of work and the mutual transfer of 
information and will develop appropriate regional models 
of treatment methods (hospital districts); 


(6) A uniform system of diagnosis and follow-up will 
be created, with special focus on the number and nature of 
attempted suicides (hospital districts, National Public 
Health Institute); 


(c) The principles of the strategy and the methods of 
treatment of attempted suicides will be revised coopera- 
tively at the national level (National Agency for Welfare 
and Health, hospital districts); 


agree 


Recommendation 3 


The skills and commitment of personnel treating at- 
tempted and potential suicides should be improved (hospi- 


tals, primary care centres, psychiatric units, other health 
care units): 


(a) Basic knowledge of treatment methods and the 
mental readiness and skills of staff will be augmented to 
help them investigate the circumstances of self-destructive 
individuals, to motivate and refer them for further treat- 
ment, and to evaluate the severity of sclf-destructive be- 
haviour; 


(b) Staff members’ commitment and initiative will be 
strengthened and they will be encouraged to participate in 
the treatment of self-destructive patients via outside or 
mutual job guidance work; 


(c) Each suicide committed during a treatment period 
will be discussed by the staff from several viewpoints: 
contributory factors, treatment process, feclings of guilt 
and conclusions to be drawn; 


(d) The ability of the ordinary citizen to judge the risk 
of suicide and to support a near relative or close friend at 
risk will be enhanced. 


Recommendation 4 


Discussion, supervision and restrictions are necessary to 
ensure that typical instruments of suicide are not casily 
accessible, especially to those at risk: 

(a) Gun licensing is to be further restricted, and the 
power to cancel a current license will be used more readily. 
There will be careful scrutiny of cach application and casc 
(police); 

(b) Citizens will receive more information about the 
storage of guns and ammunition at home, to minimize their 
access by young or intoxicated individuals (policc, mass 
media); 

(c) When sales licenses for drugs, especially psycho- 
pharmacological preparations, are being considered, the 
toxic properties of the substance must be taken into par- 
ticular consideration (National Agency for Welfare and 
Health); pir 

(d) When medication is prescribed, the risk of suicide, 
the toxicity of the drug and the appropriate dosage must 
all be estimated more carcfully than before (medical pro- 
fession); 

(ec) Physical structures and supervision 1n health eure 
units will be inspected and any defects climinated, particu- 
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larly in psychiatric wards, hospit 
and institutions for the elderly; 


() The possibility of making it harder to use exhaust 
£as as a means of suicide is being investigated (Ministry 
= Transport Car Registration Centre, Technical Research 

entre), 


als, primary care centres 


B. 


There is cumulative interaction between intoxicant use 
and the prevalence of problems ina person’s life. Although 
alcohol sccems initially to ease problems, increasing con- 
sumption itself generates more problems and intensifies 
dead-end situations, in extreme cases to the point of sui- 
cide. While treating paticnts for intoxicant abuse, we 
should also be able to recognize and help resolve their 
underlying problems. Moreover, measures that reduce al- 
cohol use play a useful role in lowering the risk of suicide 
among the population in general. 


Intoxicant problems 


Recommendation | 


_ Staff faced with an intoxicant abuser experiencing cri- 
sis, and thus at risk of suicide, must be able to recognize 
the predicament and ensure that the person is guided into 
adequate treatment and support: 


(a) Potentials for coping and the need for support, es- 
pecially following a major loss such as divorce, need to be 
assessed (health care, welfarc/care of intoxicant abusers); 


(b) The unit that initially recognizes the crisis should 
take responsibility for handling the case, making sure the 
paticnt is referred to appropriate treatment or hospital ctc., 
when necessary (health care, welfare/care of intoxicant 
abusers, police, primary care centres); 

(c) Those in acute crisis resulting from offences commit- 
ted while intoxicated will be informed of treatment options 
and the circumstances actively investigated (welfare/care 
of intoxicant abuscrs, police, primary care centres). 


Recommendation 2 


Intoxicant-rclated depression should be diagnosed and 
the paticnt should reccive appropriate treatment from wel- 
fare and health authoritics, in cooperation. Therapy and 
treatment models will cvolve through specialist work 
(health care centres, welfare/care of intoxicant abusers). 


Recommendation 3 


The system of treatment and supportive services for 
intoxicant problems should be made more efficient: 


(a) Health authoritics and those caring for intoxicant 
abusers will resolve any areas of confusion (c.g., over 
responsibility) and plan the sharing of work and responsi- 
bilitics within the municipalities and/or their federations; 

(b) Services offered by occupational health care and 
non-professional organizations will be planned to comple- 
ment cach other and operate as support networks in the 
municipalities (welfare, primary care, specialized psychi- 
atric care, occupational health care, organizations for in- 
toxicant matters). | 

(c) Emergency and withdrawal services will be ex- 
panded, and their efficiency improved (welfare/care of in- 
toxicant abusers, primary carc); | | 

(d) Staff members will become more qualificd, in 
knowledge and attitude, to recognize and el ebb he de 
with intoxicant problems, especially during associate 
crises (occupational health care, health care); 


(e) There needs to be continuing public discussion ot 
intoxicant abuse and its management—C.g., problems in 
the treatment and support system, treatment idcologics, 
negative feclings and biased attitudes towards intoxicant 
abuse (welfare and health care); 

(f) The responsibility of the patient, and his/her family 
and friends, to seck help should be emphasized in cascs 
where the patient is unable to control the use of intoxicants 
or to solve his/her problems (welfare and health care, organt- 
zations for intoxicant matters). 


Recommendation 4 


More support for the children of those affected by alco- 
hol abuse is needed so as to strengthen their resources for 
coping. One way to achieve this Is via contact persons, 
hobby circles, recreational pursuits ctc, (welfare/child 
welfare, care of intoxicant abuscrs, primary care centres/ 


child health centres, organizations for child welfarc). 


Recommendation 5 


An incipient intoxicant problem should be recognized 
and the appropriate solutions activated before the situation 
becomes unmanageable: 

(a) Methods for recognizing drinking problems will be 
improved and developed and active measures to support a 
patient’s coping ability will be used and new types of 
activity evolved (occupational and student health care, pri- 
mary care); 

(b) The process of referral is to be used morc for clari- 
fying the situation than mercly for transferring problems 
elsewhere (care of intoxicant abusers, primary carc, spc- 
cialized psychiatric care, occupational health care, organi- 
zations for intoxicant matters, workplaces/working units). 


Recommendation 6 


Policy measures aimed at reducing overall consumption 
of alcohol in socicty should reccive more support. 


C. Mental problems 


People suffering from mental disorders run a higher risk 
of suicide than others. Depression, alcohol addiction, 
schizophrenia and personality disorders are particularly 
significant risks. In Finland, depression is often a central 
contributing factor in suicide cases. Morcover, a depressed 
individual often has other burdens to bear, such as somatic 
illness and intoxicant problems. Thus depression often 
comes into the picture in various circumstances and at 
different stages of life. 

When treating mental disorders, the prospect of suicide 
must always be taken into account. There needs to be 
careful developmental work into how the treatment of de- 
pression can be intensificd in order to prevent neglect 
which might lead unnecessarily to suicide. 


Recommendation | 


The possibility of suicide should be considered in treatment 
of people with mental disorders. Assessment of suicide risk 
will be intensified at the start of treatment, when methods are 
changed or when the person responsible for the treatment 
changes (specialized psychiatric care unit, other health and 
welfare units, private therapists, private clinics). 


Recommendation 2 


Methods of recognizing depression and principles for 


treating it should be revised and improved (specialized 
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units, other health and welfare units, pri- 
nd private clinics). Each treatment unit for 


nts will check: 4 
d treatment practices are 


psychiatric care 
vate therapists a 
depressive patic ) 

(a) That their recognition an 
comprehensive and effective, ; 

(b) That all appropriate pharmaco-therapeutic meas- 
ures are being used; {me | 

(c) Potential defects in the system: 1S it possible that a 
depressed patient might not receive the appropriate treat- 
ment? Could the policy or practice lead to circumstances 
that actually increase the risk of suicide? 

(cd) How assessment and risk reduction are incorpo- 


rated into the treatment. 


Recommendation 3 


The public health care and social welfare systems should 
plan their cooperation and responsibilitics for treating de- 
pression according to the nature and severity of the pa- 
tients’ problems (specialized psychiatric care units, other 


health and welfare units, private therapists, private clinics 
and volunteer and paticnts’ organizations). 


(a) Agreement on the distribution of work between 
different service systems should be reached and a differ- 
entiated treatment model created, according to the severity 
of the depression; 


(b) The work of volunteers and paticnt organizations 
and the support of family members should be taken into 
considcration in treatment planning. 


Recommendation 4 


More training for recognizing depression and assessing 
suicide risk should be included in basic and further training 
of welfare and health care personnel (health care and 
welfare units, vocational institutions, universities and the 
National Board of Education). 


Recommendation 5 


Materials for the improved treatment of depression 
should be compiled, and development and research activi- 
tics initiated at the national level (National Agency for 
Welfare and Health and the National Public Health 
Institute). 


D. Somatic illness 


Chronic illness or disability always tests a person’s abil- 
ity to adapt to unfavourable circumstances and to cope 
with an ordeal. Many people succumb to depression and 
lack the strength to find ways to cope. Thus somatic illness 
can sometimes be the start of a process culminating in 
suicide; indeed, even the fear of falling ill or of the condi- 
tion worsening is occasionally cnough. In the midst of 
terrible chronic pain, life can sometimes become unbear- 
able. But by recognizing such crises and helping the person 
to cope, with practical support, tragedy can be avoided. 


Recommendation | 


Serious illness is understood as a crisis that demands 
carcful assessment of the paticnt’s life circumstances and 
ability to cope. The assessment should be made in coopera- 
tion with the patient. Arrangements for adequate and 
appropriate psycho-social support are necessary (health 
care and welfare units). 
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Recommendation 2? 


In serious illness the following matters should be taken 
into consideration, in addition to the possibility of depres- 
sion and suicide risk (hospitals, other specialized units for 
somatic care, private health institutes, private clinics and 
medical professionals). 

(a) Is there sufficient pain relief? 


(6) Is the patient mentally prepared for treatment that 
could provoke fear? 


(c) Is the patient sufficiently informed as to treatment. 
prognosis and course of the discase? 

(d) The patient needs to be guaranteed continuity of 
treatment and support. A contact person is necessary when 
the patient is transferred to another unit. 


Recommendation 3 


Staff members’ ability to identify mental crises of vari- 
ous kinds and to operate interactively when treating so- 
matic patients should be enhanced by further education 
and guidance (welfare and health care units, welfare and 
health colleges, universitics and the National Board of 
Education). 


Recommendation 4 


The relevant supportive networks and friendship services 
rendered by volunteers and citizens’ organizations should 
be improved and expanded (citizens’ organizations and the 
information media). 


E. Life crises 


In a crisis situation, difficulties tend to culminate in a 
unique manner for every individual. In unfavourable cir- 
cumstances any crisis can become an insurmountable ex- 
perience. Breaking off vital social relationships, falling 
seriously ill or expericncing a crisis at work is often a 
decisive catalyst for a process leading to a dead end, espe- 
cially for men. 

Crisis sometimes causes people to act carelessly and 
harmfully towards themselves. This can itsclf initiate a 
process leading to further difficulties and eventually to 
suicide. Therefore people in crisis should not be Icft with- 
out help and support. 


Recommendation | 


A suicide in one’s immediate circle always necds to be 
discussed in cooperation with close persons or profcssion- 
als (primary care, church, child and family guidance clinics 
and specialized psychiatric care units). 

(a) The appropriate services in various sectors should 
be prepared to offer the support and treatment needed by 
people in a suicide’s immediate circle; 

(b) Agreement on the distribution of support work 
should be reached between local and regional authoritics. 


Recommendation 2 

For divorce cases or scrious family problems, mental 
and other forms of support must be arranged (National 
Agency for Welfare and Health, welfare, child and family 
guidance clinics, primary care, family counselling centres). 

(a) Family counselling and therapy for family crises 
necd to be improved and applicd. These services should be 
made more gencrally accessible; | 

(b) Emergency services for individuals in acute crists, 
especially men, will be created (health carc). 
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Recommendation 3 


People falling scriously 


. ill must receiv : 
needed for adapting © the 


support 
and coping (health care). % 


Recommendation 4 


A comprehensive system of sc 
crisis Management has to evolve 
bases (hospital districts, primary care, welfare units. spe- 
cialized psychiatric care units, other health care pe 
churches, hot lines and volunteers). ; 

(a) Each organization should have 
necessary resources (time, personne 
CrISIS situations in its Own area; 

(b) The functions of municipal and health care district 
Organizations arc to be amalgamated to ensure a tiered 


system of services which is also casily accessible in emer- 
gencics; 


rvice organizations for 
on both local and regional 


at its disposal the 
1, skills) for managing 


(c) Public, private and volunteer services will be used 
to construct this system. 


Recommendation 5 


Negative consequences of significant changes in a per- 
son’s working life should be minimized: this particularly 
concerns cmployces, employers and the general working 
community (workplaces, working units, occupational 
health care and labour protection). 


(a) Mental adaptability to such changes should be en- 
couraged; 

(6) An emergency service for crisis situations is 
needed. 


Recommendation 6 


Occupational health care experts should be monitoring 
developments in working communitics and encouraging 
resources for coping, with a vicw to releasing their positive 
energics (occupational health care). 


Recommendation 7 


Forms of cooperation and mutual help for coping with 
life’s difficulties should be developed via various services, 
organizations and voluntecr work. Cooperation among 
men is a particular priority (National Agency for Welfare 
and Health, welfare and health care, mass media, citizens’ 
organizations and voluntccrs). 


Recommendation 8 


Various information channels and health education for- 
mats necd to be developed to enhance people’s psycho- 
logical resources for coping and their self-help abilities in 
crisis situations (National Agency for Welfare and Health, 
welfare and health care, mass media, citizens’ organiza- 
tions and voluntcers). 


F. Accumulated life problems 


Many suicide victims have lived in circumstances which 
can be characterized as underprivileged—materially, so- 
cially and psychologically. Often they have also had health 
problems. In many cases their difficultics began to emerge 
carly in life. Unfavourable circumstances and lack of sup- 
port and encouragement shape the course of their lives and 
set the stage for their overwhelming problems. In other 
cases the difficultics began to accumulate later on, so that 
cls that life is totally meaningless, or that 


the person fe 
h and is not strong cnough to solve 


he/she has no future 


his/her problems. Various types of measures, both OnigHDe 
one interactions and social activitics, are needed to prevent 
people becoming alienated and to lighten their burs) 

problems. The responsibility for prevention thus lies wl n 
many different authoritics and social groups, some © 

which are mentioned in this booklet. 


Recommendation | 


Mortality from suicide should be monitored as the critl- 
cal indicator; conclusions will be drawn from the factors 
considered to be determining variables; and necessary 
measures for preventing suicide will be taken at the mu- 
nicipal, regional and national levels (municipalitics, pro- 
vincial boards, National Health Institute, National Agency 
for Welfare and Health, Ministry of Social Affairs and 
Health, Ministry of Finance and Ministry of Justicc). 


Recommendation 2 


Supportive measures should be directed towards allevi- 
ating personal criscs connected to the current cconomic 
depression by: 

(a) Providing emergency financial and therapeutic 
help at the time of crisis; 

(b) Clarifying responsibility for activitics to resolve 
new types of problems (municipalitics, welfare, health carc), 

(c) Secking solutions to insurmountable difficultics 
due to excessive debts, 


(d) New forms of cooperation between people in 
similar predicaments, and personal initiatives cncouraged 
(financial institutions, Pensions Security Fund, citizens’ 
organizations, municipalitics, mass media). 


Recommendation 3 


The process of alicnation and of problem accumulation 
necds to be identified and understood. Mcthods for arrest- 
ing the process, finding solutions and promoting cxperi- 
ences of success and coping need to be made more cffee- 
tive (occupational health carc, welfare/care of intoxicant 
abusers, psychiatric units, labour policy, workplaces, 
working units, unions and municipalitics). 


(a) Municipalities will take responsibility for manag- 
ing intoxicant and other psycho-social problems in the 
early stages, for planning and coordinating adequate sup- 
port and treatment, and for developing various forms of 
coopcration; 


(b) Measures must be taken to improve the circum- 
stances of the unemploycd and their familics; 


(c) Activities to help people retain their working ca- 
pacity and fortify their coping abilitics will be increased; 
(d) New alternatives (¢.g., small homes) will be sought 


to improve the housing conditions of those who have dif- 
ficulties in living in normal accommodation; 


(e) Young peoples’ opportunitics for independence will 


be enhanced by improved access to available accommoda- 
tion and jobs. 


Recommendation 4 


Children and youngsters must be helped to break out of 
the vicious cycle of failure and helped to acquire positive 
attitudes, human dignity, responsibility and coping skills 
(homes, schools, youth work and church youth work). ; 
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Recommendation 5 
Feclinys of basic s 
dren and youngsters 
addition to permancn 
vironment for their upbr 
child/family guidance clinics): 
(a) A child's needs at different stages of life must be 


considered paramount and unnecessary changes of foster 


homes avoided, when measures for his/her welfare are 


being planned, 

(b) Both child and parents should be guaranteed ade- 
quate help during the process of placement in a foster 
home, to help them both cope with separation anxicty and 


sorrow. 


ccurity need to be enhanced for chil- 
from disadvantaged backgrounds, in 
t relationships and a satisfactory en- 
bringing (welfare/child welfare, 


Recommendation 6 


The importance of joint responsibility and a healthy 
coping mentality should be emphasized in the mass media, 
as well as in child guidance, welfare and health care work 
(welfare and health care, mass media). 


G. Young people 


A particularly urgent aspect of the suicide problem is 
the increasing frequency of suicides committed by young 
people, especially young men. A significant number of 
these suicides arc known to have resulted from a crushing 
sensc of insurmountable problems which could often have 
been mitigated by simple measures. Although some of the 
problems have been serious, they could have been solved 
and the course of life changed if they had been recognized 
carly cnough and the person had received adequate sup- 
port. So a special challenge, in addition to helping those 
in acute crisis, is to find new measures of coping for chil- 
dren and youngsters and to alleviate harmful living condi- 
tions and circumstances. 


Recommendation 1 


The backgrounds of youngsters who have attempted sui- 
cide need to be thoroughly investigated and the necessary 
support and treatment arranged for them. Psycho-social 
expertise from different ficlds must be employed in these 
investigations (hospitals, primary care, specialized units 
for youth psychiatry, child/family guidance clinics, school 
health care). 


Recommendation 2 


Every sign of self-destructive behaviour in young pco- 
ple should be taken scriously and attempts made to reduce 
the number of contributing factors and to alleviate their 
cffects (homes, schools, school health care, youth policy, 
youth organizations, health and welfare units, church, 
National Agency for Welfare and Health). 

(a) Individuals closest to youngsters and those living 
in the same cnvironment are responsible for supporting 
them and for recruiting professional help when needed: 

(b) A guidebook on help and support for youngsters 
will be compiled by a group of specialists. 


Recommendation 3 

A youngster’s mental ill-health needs to be recognized 
at an carly stage and interpreted correctly: 

(a) Various forms of mutual support and help involv- 


ing close individuals should be developed (homes, school 
health care, youth policy, citizen organizations, churches); 
~ ’ 
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(6) Professional and other services providing help and 
support should be tailored to the requirements of young 
people, for both acute and longer-term problems; 

(c) Aid in crisis situations must be quickly and casily 
available, especially to relatives or close friends of a sui- 
cide victim (specialized units for youth psychiatry, child 
and family guidance clinics, school health care, health 
centres, youth policy, churches), 


Recommendation 4 


In cases of family crisis or chronic problems, special 
Support is to be arranged for children and youngsters: 


(a) Systems of family counselling should be devel- 
oped, and support activities enabling familics to cope 
should be intensified (welfare services, child and family 
guidance clinics, family counselling centres); 


(6) New measures should be developed for helping in 
cases of domestic violence (welfare, police); 


(c) New working methods in child welfare should be 
developed—e.g., for situations when children are taken 
into custody or placed in foster homes (welfare services, 
child welfare organizations). 


Recommendation 5 


Children and youngsters need more support in gaining 
control over their lives, strengthening their self-esteem and 
coping with their problems: 


(a) There needs to be more awareness in upbringing of 
the different impacts of punishment or supportive methods 
used at times of crisis, the aim being to foster constructive 
experiences; 

(5) At home, at school and in youth work, children and 
youngsters need more exposure to constructive problem- 
solving, which increases their sense of responsibility, for- 
tifies their self-esteem and supplements their mental re- 
sources (homes, schools, youth policy, welfare/day care, 
child welfare policy, churches, special youth organiza- 
tions); 

(c) Young people’s capabilitics for solving problems, 
especially those occurring in human relationships, must be 
enhanced (homes, day carc institutions, schools); 


(d) The option of complcting thcir schooling must be 
secured for young people (schools, youth policy, youth 
welfare institutions, prison administration). 


Recommendation 6 


Public discussion of military conscription and the civil- 
ian service option is necded in relation to their influence 
in helping young men discipline their lives and improve 
their ability to cope with stress. Those who are exempted 
from military service or fail to complete it should be 
assessed, and appropriate support provided, where neces- 
sary (armed forces, primary care, specialized units for 
youth psychiatry and municipalitics). 


Recommendation 7 


Basic material security for young familics and individu- 
als about to become independent has to be understood as 
a fundamental factor for preventing scrious problems and 
suicide (municipalities) 
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Recommendation 8 


The integration of young people into working life in 
appropriate Ways needs to be secured through legislation 
(Labour Ministry, municipalities). 


H. The elderly 
_ Being “forced” to retire, being left alone, fecling one’s 
life empty, falling ill, being under threat of institutionali- 
zation—all these can characterize a situation in which sui- 
cide appears the only alternative for a person growing old. 
An elderly person running the risk of suicide often re- 
gards his situation as intolerable, although this interpreta- 
tion can often be casily alleviated through appropriate 
practical rearrangements and support. To what extent are 
we ready to climinate such difficulties to ensure our eld- 
erly folk a worthwhile life with maximal self-sufficiency? 
The answer to this is a revealing indicator of the true 
humanity in our society. 


Recommendation | 


The risk of suicide in the elderly must be recognized and 
action always taken to reduce it, when discovered. The 
existence of any suicide plans by individuals who have 
fallen scriously ill or experienced severe disruptions in 
their lives will be investigated. 


Recommendation 2 


Depression in clderly folk needs to be diagnosed, and 
arrangements for adequate treatment made (homes, pri- 
mary care, welfarc/old-age welfare, other welfare units, 
churches). 


Recommendation 3 


Action should be taken to improve elderly people’s 
prospccts and coping abilitics for taking responsibility for 
their lives, particularly in situations of radical change: 

(a) Psychological and practical support and informa- 
tion will be offered to help reduce the mental burden of 
somatic illness and other disruptions to life (health centres, 
specialized units for somatic care, hospitals, institutions 
for the elderly); 

(b) Activitics for preparing older people for retirement 
will be extended (workplaces, institutions for adult educa- 
tion, National Pensions institutions); 

(c) Opportunitics for social interaction will be ar- 
ranged to minimize loncliness and isolation (welfare/ 
old-age welfare, churches, citizens’ organizations); 

(d) Maximal independence should be offered to people 
in institutional care (homes and institutions for the elderly, 
primary care, welfare and health units); 

(¢) Relatives will be encouraged and supported to take 
more care of their clderly folk. 


Recommendation 4 


Old age needs to be promoted by the media and public 
service bodics as a valuable phase of life, opening up fresh 
prospects and perspectives (homes, welfare and health 


care, mass media). 
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HOW TO OBTAIN UNITED NATIONS PUBLICATIONS 


United Nations publications may be obtained from bookstores and distributors throughout the 
world. Consult your bookstore or write to: United Nations, Sales Section, New York or Geneva. 


COMMENT SE PROCURER LES PUBLICATIONS DES NATIONS UNIES 


Les publications des Nations Unies sont en vente dans les librairies et les agences dépositaires 
du monde entier. Informez-vous auprés de votre libraire ou adressez-vous a : Nations Unies. 
Section des ventes, New York ou Genéve. 
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COMO CONSEGUIR PUBLICACIONES DE LAS NACIONES UNIDAS 


Las publicaciones de las Naciones Unidas estan en venta en librerias y casas distribuidoras en 
todas partes del mundo. Consulte a su librero o dirijase a: Naciones Unidas. Seccién de Ventas. 
Nueva York o Ginebra. 
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